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MAINE SMHP INTRODUCTION AND EXECUTIVE SUMMARY  

 

This document is Maineôs State Medicaid Health Plan (SMHP) which serves as the ñvisionò for 

the future of the Stateôs health information technology environment.
1
  Maineôs Implementation 

Advance Planning Document (IAPD) which is the ñaction planò to implement the vision was 

submitted in draft form in April 2011. 

 

Combined, the SMHP as the vision, and the IAPD as the action plan, provide the framework of 

the Maine Medicaid HIT program.  The SMHP and IAPD should be read and understood in the 

context of being aligned and integrated with the broader Maine State-wide HIT initiative. 

 

As background, Americaôs health care system has developed from many independent networks 

at the local, state and national levels in both the public and private sectors.   As the health care 

system became increasingly fragmented and costly, over the past several decades, different 

approaches were attempted to manage costs, integrate health care, and improve quality of care.  

While done with good intentions, these approaches relied heavily on paper documents and did 

not result in truly integrated care or full patient involvement in health care decisions.  They also 

did not produce a system of electronic reporting mechanisms that would enable patients, the 

medical community, and decision-makers, to fully measure quality and to improve health 

outcomes. 

 

The 2009 federal Health Information Technology for Economic and Clinical Health (HITECH) 

Act
2
 brings health information technology into the 21

st
 century.   Its goals are to improve general 

population health, encourage better health care through the availability of comprehensive patient 

information, and expand patient involvement in managing their own care through the availability 

and use of health information technology.   

 

The SMHP is a comprehensive document that provides a framework for the State to guide the 

direction of the Medicaid HIT program.  At a high level, it identifies the stateôs vision, goals, and 

objectives of the Medicaid HIT program for the next five years. At the ñgroundò level, the 

SMHP provides the criteria and process for eligible hospitals and medical providers (ñEligible 

Professionalsò) to receive incentive payments to purchase, install, begin use, or improve current 

electronic records (ñAdopt, Implement, or Upgradeò) using technology that meets federal 

standards (ñCertifiedò).  It also lays the foundation to use the technology to improve the 

integration and quality of health care (ñMeaningful Useò). The SMHP also describes the Stateôs 

oversight functions including reporting, audit, recoupment, and fraud-prevention measures. 

 

The SMHP serves as the vision for the future state of the Medicaid HIT environment. Its roots 

are found in the goals of health information exchange and meaningful use under the HITECH 

Act.  In addition to the SMHP, Maine is submitting an IAPD which is the ñaction plan to 

implementò the SMHP.   

                                                 
1
  The State submitted a draft SMHP in October 2010.  CMS provided written comments in December 2010 which 

were incorporated into a draft version 2 SMHP that was submitted in January 2011.  CMS provided additional 

comments in April, 2011 advising the State to address the comments in a final SMHP. CMS approved Maineôs 

SMHP on May 2, 2011.  This document addresses the CMS April 2011 comments and is the final Maine SMHP.      
2
  The HITECH Act is part of the 2009 American Recovery and Reinvestment Act (ARRA). 
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The body of the SMHP is divided into five Sections followed by a conclusion and appendices:
3
    

 

 
Figure 1 - SMHP Sections 
 

SECTION A.  HIT ENVIRONMENTAL SCAN ñAS-ISò LANDSCAPE 

 

The 2010 ñAs-Isò Landscape Assessment provided MaineCare with a baseline assessment of 

Health Information Technology (HIT) in Maine prior to implementation of the Meaningful Use 

Program.  This SMHP updates that assessment for:  

 

¶ An overview of the organizational structures of HIT Programs in Maine;   

¶ The inventory and use of HIT applications and technical systems in Maine;  

¶ Updated survey results of the status of EHR use and participation in the MU Program by 

provider type, and access to high speed broadband services in Maine.    

 

In 2013, in collaboration with Maineôs State Broadband Agency, the ConnectME Authority, 

MaineCare conducted a comprehensive health care provider survey designed to collect 

information on E H R use and for the first time, tele-health and high-speed broadband use and 

capabilities. To view the survey: 

http://www.maine.gov/connectme/grants/ntia/docs/2013_BaselineUpdate.pdf 

 
The survey results were quite informative and will be used to further target outreach to current 

and potentially MU Program eligible health care providers.  Moreover, the broader goals of 

Health Information Technology will be further enhanced by the vast amount of useful 

information from the survey. 

 

SECTION B.  HIT ñTO-BEò LANDSCAPE 

 

Maineôs ñTo-Beò Medicaid HIT Landscape for 2020 is rooted at two levels:  

Visionary level:   Strategic use of HIT in Maine will enable transformation of the healthcare 

delivery system to become patient centered, efficient and more effective. The MaineCare 

Meaningful Use program will support healthcare transformation by incenting providers to adopt 

and meaningfully use HIT, invest state and federal resources to achieve the goals of the triple 

aim, and develops policies that advance the stateôs HIT vision and mission.  The MaineCare 

Meaningful Use program will achieve a level of systems integration as defined by the CMS 

Medicaid Information Technology Architecture framework for achievement of the IHI Triple 

Aim. 

 

                                                 
3
 See Appendicies A-1, B-1, C-1, D-1, and E-1 for CMS questions posed to states to answer in their SMHP 

document.  
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Five Year Level: What the opportunities that the HITECH Act and federal and state cooperative 

efforts across the spectrum of HIT offer and how to best use these opportunities to build upon 

and improve health care access, efficiency, quality, and outcomes.      

 

In the 2011 SMHP Maine was guided by the framework provided by the HITECH Act for 

improving health information technology.  The structure of the programs established by the 

HITECH Act recognizes a federal/state partnership to build the HIT vision and to plan and 

implement that vision.  Since 2011 the HIT environment in Maine has continued to be dynamic, 

with improvement in HIT technology and an increased need for transformation of healthcare 

delivery systems to be more responsive to value based principles and requirements of state and 

federal healthcare initiatives.  

 

Collaborative strategic efforts between state and federal entities, i.e. CMS, ONC, HRSA, and 

NCQA, have produced many changes in policy and regulation that need to be reflected in the 

design, development and implementation of Medicaid systems as they relate to the Medicaid 

Enterprise Architecture. Updated standards have resulted in a new CMS MITA 3.0 Framework 

to which the state of Maine is currently pursuing a State Self-Assessment to redefine the stateôs 

business, information, and technical architectures ñAs-Isò and ñTo-Beò levels and capabilities 

given the advancement of HIT due the stateôs SIM grant activities which are described in 

complete detail in Section E. 

 

The 2015 ONC vision which guides the current federal efforts is:  

 

 

Vision: Health information is accessible when and where it is needed to improve and protect 

peopleôs health and well-being. 

Mission: Improve health, health care, and reduce costs through the use of information and 

technology 

 

 

Maineôs state-wide HIT vision, is built upon both federal and state goals and objectives, and 

aligned to the State Innovation Model (SIM) strategic plan. The Stateôs vision and mission are 

anchored in providing and facilitating a healthcare system that is person-centered, integrated, 

efficient, and evidence-based, accessible to all people in Maine:   

 

 

Preserving and improving the health of Maine people requires a transformed patient 

centered health system that uses highly secure, integrated electronic health information 

systems to advance access, safety, quality, and cost efficiency in the care of individual 

patients and populations. 

 

 

The Medicaid HIT program uses these guiding principles to provide building blocks for the 

development of its vision and plans which have been developed with an emphasis on Maineôs 

most vulnerable populations including children, the elderly, and disabled beneficiaries served by 

the MaineCare program.   
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Given that the overall structure of HIT vision, has changed since the submission of the 2011 

SMHP due the incorporation of Meaningful Use into the SIM program, the Meaningful Use 

Program is overseen by the Deputy Director of Maine Care and is incorporated into the 

following SIM subcommittees which drive the overall vision and advancement of IT initiatives 

as incorporated into the statewide SIM initiative teams: 

 

¶ Leadership Team 

¶ Steering Committee 

¶ Payment Reform Subcommittee 

¶ Delivery System Reform Subcommittee  

¶ Data Infrastructure Subcommittee 

 

The Deputy Director of OMS reports to the DHHS Commissioner who in turn reports directly to 

the Governor. Detailed information regarding the governance of the day to day operations of the 

MU program can be found in this current section while a more in-depth description of SIM 

Governance can be found in Section E on page 210
4
. 

 

In 2011 MaineCare initiated an environmental scan of the healthcare environment to determine 

the current state of health information technology adoption and use in Maine. State agencies, 

MaineCare providers, members of the public, Office of Information Technology, Office of State 

Coordinator, State finance officials, quality associations, advocates, and individuals and groups 

that had participated in the OSC visioning process.  These sessions and the thoughtful work done 

by all of the participants gave MaineCare an understanding of a common vision for the Medicaid 

HIT program in concert with other State-wide health information technology efforts and under 

the rubric of the OSC developed State HIT plan.  This vision still holds true today and is 

incorporated into all aspects of the Medicaid program as we advance HIT to improve patient care 

access and delivery:   

 

A Medicaid program that employs secure electronic health information technology to provide 

truly integrated, efficient, and high quality health care to MaineCare Members, and to improve 

health outcomes. 

 

SECTION C. ACTIVITIES NECESSARY TO ADMINISTER THE EHR INCENTIVE 

PROGRAM 

 

The Medicaid HIT program provides many benefits to MaineCare beneficiaries, healthcare 

providers, and those developing health policies. The program also presents challenges, which 

come from the complexities associated with planning and implementing a complex program 

using new technology. Over the past five years, MaineCare has developed processes and 

activities necessary toeffectively administer the Medicaid HIT Program. The program has used 

the CMS framework provided to states for developing its ñnecessary activitiesò section of the 

SMHP: 1) Program Registration and Eligibility; 2) Payment; 3) Appeals; 4) Reporting; 5) 

Communication, Education and Outreach; and 6) State Oversight.  MaineCare developed a step-
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by-step process flow to identify each activity needed to meet EHR program technology and 

operations requirements and then for each activity, identified specific tasks and technologies. 

SECTION D.  AUDIT, CONTROLS AND OVERSIGHT STRATEGIC PLAN  

 

Maine understands and respects the importance of oversight of the HIT program.  MaineCare 

conducted a thorough examination of the Federal oversight requirements for Medicaid HIT 

programs which it used to develop its audit, controls, and oversight processes and requirements.  

Maine is using a risk-based auditing approach to help ensure program integrity, prevent making 

improper incentive payments, monitor the program for potential fraud, waste, and abuse, and 

recoupment procedures. In previous years the Audit Strategy was included within the SMHP 

document, per CMS guidance as a best practice Maine will be submitting itôs updated 2015 

Audit Strategy in a separate document. 

 

SECTION E.  GAP ANALYSIS AND HIT ROADMAP  

 

Maine compared its ñAs-Isò current-state with the ñTo-Beò future-state to identify what the State 

needs to do to plan and implement a successful Medicaid HIT Program.  ñSuccessò can only be 

met if the State makes progress towards both the EHR incentive payment effort and the long- 

term HIT vision. The results of the gap analysis were fed into the HIT Roadmap and the 

Activities sections of the SMHP.  

 

CONCLUSION AND APPENDICES 

 

The SMHP concludes with a summary and appendices that supplement and provide more detail 

in support of the State Medicaid Health Plan.   

 

SECTION A.  AS-IS 

 

The 2010 ñAs-Isò Landscape Assessment provided MaineCare with a baseline understanding of 

Health Information Technology (HIT) in Maine prior to implementation of the Meaningful Use 

Program.  This SMHP updates that assessment for State Level HIT Governance and 

Organization and Inventory and use of HIT technical systems and assets in Maine. Using 

information provided in 2013 from a jointly developed environmental scan, MaineCare has been 

able to expand upon itsô outreach efforts to both current and potential providers for the MU 

Program. The evaluation of the Health Information Exchange (HIN) by HealthTech Solutions 

(4/24/2014) provided the program with an understanding of the stateôs HIE capabilities and 

supports to the broader health information system.  The State Innovation Model planning phase 

(4/1/13 ï 9/30/13) informed the Health Information Technology strategies in the state to achieve 

transformation in Maineôs healthcare delivery and payment structures (see SIM operational plan 

for details). 

 

Section A. Part 1. State Level HIT Governance.  

 

In 2010, under the HITECH Act a four year cooperative agreement was established between the 

Office of the National Coordinator (ONC) and the state of Maine to establish a governance 

structure to develop HIT policies and implement a statewide health information exchange 
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(Maineôs 2010 health Information Technology Strategic Plan). The governance structure, 

Maineôs Office of the State Coordinator (OSC), included stakeholders from the legislature, 

healthcare providers, advocacy groups, consumers, and government entities. The governance 

model was built around an executive steering committee and standing committees which advised 

the OSC on HIT issues. This four-year time period enabled Maine to build and implement a 

sustainable HIT governance structure in which the OSC governance structure has been 

assimilated into the overall DHHS governance structure in the form of a multi-stakeholder 

governance operated under Maineôs State Innovation Model (SIM). A SIM sub-committee 

focused on data and infrastructure, led by the stateôs health information exchange was developed 

to further identify health information gaps affecting value based purchasing strategies.  The 

umbrella of the Stateôs VBP governance structure includes Maineôs State Innovation Model 

(SIM), Health Homes Program, Accountable Communities, with the Meaningful Use Program 

transitioning to truly integrating with emerging initiatives that fully promote the Triple Aim. A 

more detailed discussion of the new HIT organizational framework as it relates to these state-

wide initiatives can be found in SECTION E of the SMHP page 210.
5
  

 

Maineôs Meaningful Use Program transitioned from the Governorôs Office to the Maine 

Department of Health and Human Services. The organizational structure is shown below:   

 
 
Figure 2 ï Maine Department of Health and Human Services Organizational Chart  

                                                 
5
 Hyperlinked cross-reference 



 

Maine SMHP December 2015 Page 12 

 

A1a. Commissionerôs Office  

 

The Department of Health and Human Services is led by a Commissioner appointed by the 

Governor of Maine, and confirmed by the Maine State Senate.  The Commissioner is responsible 

for oversight of all DHHS Offices, financial management, Maineôs Center for Disease Control, 

Medicaid (MaineCare), and policy. 

 

A1b. Office of Maine Care Services   

 

The Office of MaineCare Services (OMS) has oversight of Maineôs Medicaid Program 

(MaineCare), Maine Eye Care, Maine Rx Plus, Drugs for the Elderly and Disabled, Data 

Analytics, and the MaineCare Meaningful Use Program.   

The following organizational chart depicts the OMS management structure: 
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Figure 3- MaineCare Organizational Chart 

 

¶ Administration:  The Office of Maine Care Services is led by the Medicaid Director who 

manages the administration of the Administrative Senior Management Team who has 

program and operations oversight for operations, policy, and data analytics.  MaineCareôs 
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Deputy Medicaid Director has responsibility for Health Information Technology (HIT) 

initiatives, including the MaineCare Meaningful Use Program whose Program Director 

reports directly to the Deputy Director.  This structure ensures that HIT and the MU 

Program are fully integrated into the administration of Medicaid initiatives. 

 

¶ The Operations Division manages claim submission and processing, quality assurance, 

data analytics and privacy.  The fiscal agent, Molina, performs claims processing, 

payment, and reporting functions using the MIHMS system.  (See Section A4c1 on page 

34
6
 for more detail.)   

 

¶ Third Party Liability (TPL) coordinates the avoidance of MaineCare costs through paying 

private insurance premiums when cost-effective; a COBRA-like insurance for some 

children; and estate recovery.  The fiscal agent supports this function by hosting a 

database that contains information related to other insurance coverage available to 

MaineCare Members. 

 

¶ Customer Services interacts with MaineCare providers to process provider enrollments, 

provide information and training, and answer questions related to policy, billing, claims 

status, and other payment issues. The fiscal agent supports this function through help 

desk and call tracking workflow, and an Automated Voice Response System (AVRS). 

¶ Health Care Management oversees and manages services provided to MaineCare 

Members including the MaineCare Pharmacy program; prior authorizations; and care 

management. A fiscal agent supports this function by processing pharmaceutical rebates.  

¶ The Data Analytics unit provides claims and health care data gathering and analysis for 

tracking services, expenditures, quality assurance, trending, and forecasting.   

¶ Privacy and Security of all data, but especially, Protected Health Information (PHI) is at 

the forefront of all actions and activities at MaineCare Services.  The Privacy and 

Security Officer for MaineCare is a member of the Departmentôs Privacy Strategy Team 

discussed above.  

 

¶ The Policy Division promulgates rules for MaineCare, oversees State Plan Amendments, 

and coordinates legislative activities.  The Policy Division promulgated the MU Program 

rules which referred and deferred to CMS rules and where appropriate, provided Maine-

specific rules for the MU Program.   

 

A1c.  Finance-Audit   

 

The Departmentôs finance division is responsible for preparing and submitting DHHS-wide 

budgets for federal and State funding, and for accurately and timely tracking expenses ensuring 

that all expenditures comply with Federal and State laws.   

 

The Finance Divison also includes the Departmentôs audit services:  
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¶ MaineCare Audit ï conducts cost settlement reviews on MaineCare providers receiving 

reimbursement on a cost basis such as Nursing Facilities, Hospitals, Residential Care 

Facilities, Private Non-Medical Institutions and Intermediate Care Facilities for the 

Mentally Retarded (ICF/MR);  

¶ Social Service Auditï conducts desk reviews on A-133 audits submitted by community 

agencies as well as close-out reviews on all Department contracts to sub-recipients;  

¶ Internal Audit ï oversees all auditing of DHHS conducted by external agencies, assures 

corrective action plans are implemented and meeting their objective and conducts 

specialized audits as needed;  

¶ Program Integrity ï oversees payments under MaineCare for non-cost settled programs, 

conducts post payment reviews to prevent/limit fraud, waste, and  abuse and to recoup 

funds when appropriate (including the MU Program); and   

¶ Rate Setting ï sets reimbursement levels and oversees all rate setting activities.  

 

From 2011 until early 2014, the audit division was responsible for conducting pre- and post-

payment audits for the MU Program. Beginning in May 2014, the audit function was transferred 

to a vendor.  (See Section D: State Audit Strategy for more details on the MU Program audit 

process.)  

 

A1d. Operations and Programs  

 

A1d1. Office of Continuous Quality Improvement (OCQI) supports and enhances 

the quality and integrity of services provided to the people DHHS serves.  OQI emphasizes 

consumer and family involvement, building strong relationships with internal and external 

stakeholders, and the use of outcome measurements to guide policy and decision-making.   

 

A1d2. Office of Family Independence determines eligibility for all entitlement 

programs, collects child support, assists with disability determination; and TANF and the Food 

Supplement Program.  

 

A1d3. Office of Adult Mental Health Services oversees programs for Maine adults 

with mental health needs, including community services, hospital services, and consumer-

directed services to eligible adults and members.  

 

A1d4. Office of Adults with Cognitive and Physical Disability Services oversees 

programs for Maine adults with mental retardation or autism and  adult developmental services, 

brain injury services, and physical disability services. 

 

A1d5. Office of Child and Family Services oversees programs for eligible children 

including behavioral health programs, child welfare services, and early childhood programs.  

 

A1d6. Division of Elder Services oversees three program areas: Elder Services 

Community Programs, Long-Term Care Services and Supports, and Adult Protective Services. 

Some of the services funded by MaineCare include Adult Day Health Services, Adult Family 

Care Homes, Home and Community-Based Waiver Services, Home Health Services, Home-
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Based Care, Hospice Services, Nursing Facilities, Private Duty Nursing/Personal Care Services, 

and Residential Care Services. 

 

A1d7. Office of Substance Abuse oversees substance abuse prevention, 

intervention, education and treatment. 

 

A1d8. Maine Center for Disease Control and Prevention (Maine CDC)  

CDC is Maineôs public health agency that monitors and reports on the health status of the 

population, and addresses emerging health concerns:  

 

¶ The Chronic Disease Division tracks, prevents and reduces the impact of major 

chronic diseases using an ecological approach that considers individuals within the 

social, organizational, and environmental contexts in which they live. Programs 

include: the Partnership for a TobaccoFree Maine, Healthy Maine Partnerships, 

Comprehensive Cancer, Physical Activity and Nutrition, Diabetes, Breast and 

Cervical Health, Oral Health, Cardiovascular Disease, and Coordinated School 

Health. 

 

¶ Environmental Public Health protects people from environmental hazards through 

public health strategies such as Safe Drinking Water, Health Inspection, 

Environmental and Occupational Health, Wastewater, and Radiation Control.  

 

¶  Family Health uses population-based public health strategies to address the health 

of certain segments of the population. Programs include: Public Health Nursing; 

Early and Periodic Screening, Diagnostic and Testing Services; Injury Prevention; 

WIC; Genetics and Newborn Screening; Womenôs Health; and Teen and Young 

Adult Health.  

 

¶ Infectious Disease focuses on preventing and controlling infectious diseases. 

Programs include: Immunization; Epidemiology; and HIV, STD, and Viral 

Hepatitis. 

 

¶ Public Health Systems provide some of the cross-cutting and foundational public 

health functions. Programs include: Health and Environmental Testing Laboratory, 

Vital Records and Vital Statistics, Public Health Emergency Preparedness and 

Public Health Informatics. 

 

The federal requirements for the Meaningful Use program requires EHs and EPs to submit 

specialty registry information to a stateôs CDC.  Maineôs CDC and MU Program are integrating 

the registration and attestation process for EHs and EPs which includes the onboarding to the 

CDC specialty registries. See Appendix C-4 page 297 for more details regarding the onboarding 

process.  

 

A1d9. Office of Information Technology (OIT) is within the Department of 

Administrative and Financial Services. OIT has a group of staff dedicated to DHHS which 

includes staff dedicated specifically to the MU Program.  OIT is responsible for the delivery of 
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safe, secure and high performing networks and systems to State agencies for daily performance 

of their missions. OIT plays a key role in supporting the technical needs of MaineCare and 

DHHS programs by providing and supporting IT systems that enable programs to meet the needs 

of the state.  For the MU Program, OIT developed an IT solution to collect and report MU 

program information. OIT also and provides ongoing operational support for the technical 

solutions used by the MU Program and provider users.  This also includes all automated 

interfaces, file transfers and processing between the States MU program SLR, various State 

agencies and CMSôs NLR. Please see Section C page 70
7
 for more detail.  

 

Section A Part 2. Use of EHRs and HIT by the Numbers 

 

A2a. 2010 Baseline Survey 

 

In 2010, MaineCare commissioned a survey of health care providers which functioned as a 

baseline assessment for the incentive payment Program. The 2010 Survey found that only 49% 

of medical practices and 80% of hospitals had implemented EHR systems in all or most of their 

departments or areas. EHR adoption varied greatly by Medical practice size and type.  For 

example, 66% of 96 large practices had adopted and implemented EHR technology in their 

practice; 58% of the 120 medium size practices; with only 32% of the 180 small practices 

adopted and implemented EHR technology in their practice.  

 

Of the 210 Medical  practice sites that had not adopted or implemented EHR technology, 70% 

plan to adopt and implement EHR technology in the next five years.  

Based on these data, 63 Medical practices (including eligible providers) practice sites without an 

EHR had  no plans to adopt or implement EHR technology within the next five years.   

 

Medical practices (including eligible providers) practices that currently do not have EHR 

technology identified  that the primary barrier was the cost to acquire EHR technology; second 

was cost to maintain EHR technology; and the third was a mix of return on investment concerns 

and internal knowledge/technical resources barriers. 

 

Nearly all of the hospitals reported that a majority of clinical staff use the EHR routinely with 66 

percent reporting over 90 percent, and 28 percent reporting between 51 and 90 percent. Nearly 

three-quarters of the hospitals reported that a majority of providers use the EHR system 

routinely.  Another 14 percent reported that between 25 and 50 percent of providers use the EHR 

system routinely and another 14 percent reported that fewer than 25 percent of all providers use 

the EHR system routinely.  One of the hospitals reported no longer using paper charts; 34 

percent reported that they maintain paper charts, but that the EHR is the most accurate, complete 

source of patient information; 59 percent use a mix of paper and electronic information; and one 

hospital primarily uses paper charts, but maintains electronic records for some clinical 

information. 

Dental practices were also surveyed.  A challenge for dental practices is that almost one-half of 

dental practices in Maine reported that they were small solo practices.  In addition, although 70% 

of the dental practices had an E H R, the dental E H R was not ñcertifiedò under meaningful use 
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requirements. Instead, dentists used practice management systems (PMS) or electronic dental 

records (EDR) which are geared toward dental services.    

Based on the initial 2010 survey, Maine predicted that about 300 providers would be ñeligible 

professionals.ò  In mid-2010, legislation about the hospital-based professional, changes to the 

application process, such as the proxy amount for the cost of EHRs, and further discussions with 

provider associations, led Maine to believe that the  estimate could  as high as 1,000 EPs. (Note: 

To date, the actual participation rate of Eligible Professionals exceeds 2,500 EPs.)    

 

A2b. 2013/2014 Broadband/HIT Collabor ative Survey 

 

In 2013, in collaboration with Maineôs State Broadband Agency, the ConnectME Authority and 

MaineCare jointly conducted a comprehensive health care provider survey designed to collect 

information on EHR use and for the first time, tele-health and high-speed broadband use and 

capabilities in Maine. To view the survey: 

http://www.maine.gov/connectme/grants/ntia/docs/2013_BaselineUpdate.pdf  

 

The survey results were quite informative and are being used to further target outreach to current 

and potential MU Program eligible health care providers.  Moreover, the broader goals of Health 

Information Technology will be further enhanced by the vast amount of useful information from 

the survey.   

 

Availability of Broadband. The 2013 survey results show that 98 percent of surveyed healthcare 

facilities have access to the internet, an increase of 8 percentage points since 2011.  The survey 

showed that 95 percent of surveyed organizations have access to broadband, an increase of 7 

percentage points since 2011.  In terms of specific broadband technologies, 61 percent have 

access to cable, 53 percent to DSL, 34 percent to fiber optic, and 32 percent to T-1.  The 

availability of mobile wirelessðwhether at broadband speeds or notðis also relatively high at 

30 percent. 

 

Use.  79 percent of respondent health organizations exhibit heavy computer use (68% almost all 

of the time; 11% most of the day, almost every day). Only 1 percent indicated they had not used 

the computer at all in the previous week, and 2 percent indicated that they had no computer at the 

practice location.  

 

The percentage of respondents that use some form of broadband is relatively high at 95 percent. 

In terms of specific broadband technologies, 43 percent connect to cable, 29 percent to DSL, and 

22 percent to T-1. Only 4 percent use fiber optic or fixed wireless technologies.  12 percent use 

mobile devices to connect. 

 

The percentage of healthcare organizations that have no internet connection and would like to 

connect is a high 46%.  

 

Similar to businesses, healthcare organizations connect to the internet first and foremost to 

conduct basic communications (98%) and office functions, such as recordkeeping (74%) and 

managing finances and billing (67%). Other major reasons to connect are to provide or access 

training online (77%) and to conduct the healthcare practice (63%). The percentages of 

http://www.maine.gov/connectme/grants/ntia/docs/2013_BaselineUpdate.pdf
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respondents who use the internet to participate in the HealthInfoNet Health Information 

Exchange (HIE) was found to be 22%; to provide telemedicine services was 13%; and transmit 

medical imagery was also 13%. 

 

With faster internet, the largest percentage of respondents indicated that they would do more 

telemedicine/telehealth (32%), recordkeeping (24%), and online training (23%).  
 

Drivers. The availability of new online healthcare technologies, such as electronic health records 

(EHRs), e-prescribing, and telemedicine systems, are major drivers of high-capacity broadband 

connectivity among Maineôs healthcare organizations.  

 

One-third of the 2013 survey respondents are connected to the HIE, although most have read-

only (82%) rather than interactive access for data exchange. 64 percent of respondents have 

installed and use an EHR system, and of that 64 percent, over 80 percent use the system heavily. 

Of those respondents that use an EHR system less than 50 percent of the time, almost half (47%) 

indicated that they are still in the process of implementing such a system. In comparison with 

EHR systems, respondentsô use of e-prescribing (27%) and telemedicine systems (7%), 

additional drivers of broadband adoption, is relatively low. It is important to note that the largest 

percentage of respondents (32%) indicated they would do more telemedicine if they had faster 

internet. 

 

Barriers.  Although the Maine healthcare community has made meaningful gains since 2011 in 

using broadband to deliver services, barriers still exist in the adoption of internet and specific 

health information technologies that improve patient care and drive broadband adoption.  As 

with other consumer groups, lack of awareness of broadbandôs benefits (including federal 

payment incentives), access to adequate service, and perceived value for the cost continue to be 

the biggest barriers. Lack of IT support in small practices also continues to be a barrier, although 

a significant percentage (66%) of 2013 respondents indicated that they have an employee 

dedicated to IT duties. 

 

The 2013 survey of health organizations updates our knowledge and provides new findings on 

computer and internet use and broadband subscribership of this key consumer group.
8
   

 

Over half (64.2%) of the practices have multiple locations with 34.7 percent practicing at a 

single location within Maine.  Many of the respondent organizations are longstanding: 72.2 

                                                 
8
 The 2010 survey findings were based on data from an existing 2010 Health Information Survey conducted by the 

Muskie School Cutler Institute for Health and Social Policy, University of Southern Maine, for the OSC. The 2013 

survey results are based an expanded email and online questionnaire and reflects a sample of 513 healthcare facility 

locations, out of a total number of 3,135 survey recipients.  The 2013 survey sample comprises a range of healthcare 

organizations, from behavioral health facilities (the majority at 52.0%) to long-term care facilities (12.2%), 

ambulatory healthcare facilities (8.6%), dental facilities (4.9%), federally qualified health centers (FQHCs) or rural 

health clinics (RHCs) (4.9%), and home health agencies (4.0%).   As respondents to the survey were focused on 

long term care and behavioral health, the results will be different from the 2010 survey which was comprised of 

health care practices.   
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percent have been in practice for over a decade, with 30.7 percent over 30 years.  The largest 

percentage of organizations are small, with less than 5 employees (28.2%); 19.5 percent have 20 

to 50 employees. Only 10.8 percent of respondents have over 100 employees.  

 

Availability. 2013 survey results show that 98 percent of surveyed healthcare facilities have 

access to the internet, an increase of 8 percentage points since 2011.  However, having internet 

access does not mean that the level of internet access needed to perform activities such as tele-

health or sending images, is adequate for those types of services. In late 2014, the ConnectME 

Authority, based on changes to FCC rules, modified what it considered to be ñhigh-speed.ò  The 

Authority moved from a 1.5 Mbps down to 10 Mbps up and down, which is capable of carrying 

high image and data files, which are needed for newer and more sophisticated health care 

delivery.  The change resulted in the recalculation of access to be reduced from 98% to 26%, 

which demonstrates the need for additional resources and efforts at improving high speed 

internet services.   

    

Computer and internet use.  79 percent of respondent health organizations exhibit heavy 

computer use (68% almost all of the time; 11% most of the day, almost every day). Only 1 

percent indicated they had not used the computer at all in the previous week, and 2 percent 

indicated that they had no computer at the practice location.  

 

Significantly, the largest percentage of respondents indicated that they would do more 

telemedicine/telehealth (32%) if they had faster internet. They also cited recordkeeping (24%), 

and online training (23%) as important. Fewer respondents indicated they would connect with 

other offices of the same practice (19%) or with other practices (17%), participate in the health 

information exchange (14%) and transmit medical imagery (7%).  

 

Drivers of computer and internet use. A major driver of high-capacity broadband connectivity is 

Maineôs HIE, a secure, interoperable network for centralizing and sharing healthcare information 

with healthcare organizations, providers, public health agencies and consumers statewide.
9
 

Administered through Maineôs HealthInfoNet, a public-private nonprofit organization, and 

supported by federal grant monies under the Health Information Technology for Economic and 

Clinical Health Act, the network currently connects 35 out of 38 Maine hospitals and many of 

Maineôs healthcare facilities. One-third of the 2013 survey respondents are connected.
10

 The 

highest percentage of participation is shown among FQHCs or RHCs (57.1%), behavioral health 

facilities (51.4%), ambulatory healthcare facilities (45.9%), and those facilities that are affiliated 

with a hospital (73.7%) or part of an FQHC or RHC (60.0%). 

 

Of those respondents that are connected to the HIE, the largest percentage (82%) have read-only 

rather than interactive access for data exchange. Behavioral health facilities indicate they have 

read-only access, whereas FQHCs or RHCs (72.7%) and ambulatory healthcare facilities 

(64.7%) are most likely to interact fully with the system.  

 

                                                 
9
 http://www.hinfonet.org/about-us 

10
 Note that connection to the HIE does not necessarily mean use of it; in response to a different question, only 22 

percent cited they used the system.  

http://www.hinfonet.org/about-us
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Other major drivers to broadband subscribership in the healthcare industry are the availability of 

EHR, e-prescribing, and telemedicine systems that improve patient care.  HealthInfoNet, which 

also serves as the Maine Regional Extension Center,
11

 helps Maine primary care providers and 

critical access and rural hospitals adopt and effectively use certified EHRs and e-prescribing 

technologies. The ñmeaningful useò of EHRs is also incentivized through the Centers for 

Medicare and Medicaid Services (CMS) EHR Incentive Programs, which make 100 percent 

federally funded payments to eligible professionals and hospitals for adopting, implementing, 

upgrading, and demonstrating meaningful use of the technology.
12

 
 

                                                 
11

 http://www.hinfonet.org/providers/maine-regional-extension-center 
12

 http://www.maine.gov/dhhs/oms/HIT/ 

Healthcare Organizations Use of EHRs 

Use of Electronic Health Records (EHRs) 
% of 

Respondents--
2013 

EHR installed and in use 64% 

Frequency of EHR use: 

¶ Almost all of the time (100%)  

¶ Most of the time (75%)   

¶ Part of the day (50%)   

¶ Occasionally (25%) 

¶ Rarely (10%) 

¶ Not at all (0%) 

 

65% 

16% 

 7% 

 2% 

9% 

1% 

Reasons for less than 50% use: 

¶ Currently implementing EHR  

¶ Too many clicks 

¶ No patient summary snapshot 

 

47% 

5% 

5% 

Reasons for no EHR system: 

¶ Funding/costs 

¶ Not needed 

¶ Too complicated 

¶ Plan to close/sell practice in 3-5 years 

¶ Lack of access to required internet speeds 

 

59% 

32% 

13% 

6% 

2% 

Awareness of Medicaid/Medicare EHR incentive 

payment program: 

¶ Aware 

¶ Not aware 

 

55% 

45% 

Participation in EHR incentive program:  

¶ No 

¶ Yes 

¶ Donôt know 

 

65% 

17% 

18% 

Number of professionals participating in EHR 

incentive program: 

¶ 1-3 

¶ 4-7 

 

48% 

21% 

6% 

http://www.maine.gov/dhhs/oms/HIT/
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Table 2 - Healthcare Organizations Use of EHRs 

 

The low percentage of participation in a Meaningful Use Program is not surprising, given the 

make-up of the survey respondents. Many respondents were not eligible providers such as long 

term care and behavioral health organizations. When the survey results are compared with the 

actual number of percentages of potentially eligible professionals, participation in a MU Program 

jumps to over 76%.      

  

In comparison with EHR systems, respondentsô use of e-prescribing (27%) and telemedicine 

systems (7%), additional drivers of broadband adoption, is relatively low).
13

 Results show that 

the use of e-prescribing is more likely among ambulatory healthcare facilities (83.8% use e-

prescribing), FQHCs or RHCs (85.7%) or organizations that are part of an FQHC or RHC 

(80.0%) or affiliated with hospitals (42.1%). FQHC or RHC respondents or those organizations 

affiliated with FQHC or RHCs are most likely to provide telemedicine services (19.1% and 

20.0% respectively).  
 

It is important to note that the largest percentage of respondents (32%) indicated they would do 

more telemedicine if they had faster internet.  

 

Barriers to computer and internet use.  Although the Maine healthcare community has made 

meaningful gains since 2011 in using broadband to deliver services, barriers still exist in the 

adoption of internet and broadband-driven HIT to improve patient care.  As with other consumer 

groups, lack of awareness of broadbandôs benefits (including federal payment incentives), access 

to adequate service, and perceived value for the cost continue to be the biggest barriers. Lack of 

IT support in small practices also continues to be a barrier, although a significant percentage 

(66%) of 2013 respondents indicated that they have an employee dedicated to IT duties.  

 

                                                 
13

 From 2011 to 2013, the use of telemedicine dropped from 18 to 7 percent, in large part due to differences in 

measurement criteria between the 2011 Muskie School study and this update. The update focuses on the use of high-

speed internet for delivering telemedicine services, whereas the Muskie School examined the use of 

telecommunicationsðtelephones, e-mail, videosðto provide diagnosis, treatment, education and other healthcare 

activities, a somewhat broader focus.  

¶ 8-11 

¶ 12-15 

¶ 16 and over 

9% 

16% 

Reasons for lack of participation in EHR incentive 

program:  

¶ Behavioral health care facilityðdo not qualify  

¶ Unaware of the Meaningful Use Program 

¶ Do not employ type of professionals who are 

eligible  

¶ Long term care facilityðdo not qualify  

¶ Do not serve enough Medicare/Medicaid 

patients to qualify 

 

43% 

39% 

7% 

7% 

4% 
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Although cost of internet service is a continued concern for healthcare as well as other 

organizations, roughly a third of respondents currently pay in the $30-$100 range and a third in 

the $101-300 range per month. 

 
Figure 4 - Healthcare Organizations Cost of 

Internet per Month  

 

Cost concerns and lack of 

awareness of broadband benefits are 

also barriers to respondentsô use 

of applications that require 

access to high-speed internet services. 

2013 survey findings indicate cost 

is the major reason respondents have not 

implemented an EHR 

system (59%), with lack of 

perceived need second (32%)   

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Figure 5 - EP 

Reasons for EHR Adoption Resistance 

 

Finally, lack of perceived need is the major reason healthcare organizations cited for not 

providing telemedicine services (53%), with funding costs second (19%), and reimbursement 

issues third (13%)  
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Figure 6 - Additional Reasons for EHR Adoption Resistance 

 

The results of the survey will be used to more fully inform the education and outreach 

components of the MU Program.  The survey also points out the challenges of attempting to get 

long term care and behavioral health facilities the resources and ability to implement EHRs and 

more fully use the technology that is needed to allow ñaging in placeò which is critical in an 

older, more rural state such as Maine.   

 

The high participation rates of eligible providers and hospitals in the Maine MU Program in will 

likely be further enhanced through the proliferation of alternative payment models (APMôs) that 

necessitate certified electronic health information systems to facilitate care coordination and 

population care management. The results of the survey have been shared with the SIM grant 

governance body.  

 

A2c. 2015 Current Statistics from Maineôs Electronic Health Records Incentive 

Program 

 

In addition to information gathered through the ConnectMe Authority the state conducts data 

analysis of program information through the EHRIPôs state level repository system to identify 

program progress and quality to define outreach methods for providers. For more information on 

detailed outreach methods regarding the EHR Incentive Program please refer to Section B of the 

SMHP on page 64.
14
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A2c1. 2011- 2015 Maine Eligible Hospital Participation 

 

2015 Eligible Hospital Participation 

Hospital 

Type 

No. 

Participating 

Payment 

Year 1 

Payment 

Year 2 

Payment 

Year 3 

Total 

Critical 

Access 

16 $    5,562,103 $   3,642,183 $     825,635 $  10,029,921 

Acute Care 20 $  18,409,791 $ 14,419,368 $  3,673,568 $  36,502,727 

Total Paid 

EHs 

36    $  46,532,648 

Table 3 - 2011-2015 Eligible Hospital Participation 

 

2011-2015 Eligible Hospital  Meaningful Use Completion 

Stage 1 Stage 2 

33 92% 9 25% 
Table 4 - 2011-2015 Eligible Hospital Meaningful Use Completion 

 

2011-2015 Eligible Hospital CEHRT Inpatient Vendors in Maine Hospitals 

Cerner EPIC 

Orion Health MEDHOST, Inc. 

MEDITECH  McKesson 

CPSI (Computer Programs and Systems), 

Inc. 

Allscripts  

 Table 5 - 2011-2015 Eligible Hospital CEHRT Inpatient Vendors in Maine Hospitals  

 

A2c2. 2011-2015 Maine Eligible Provider Participation 

 

Maine launched the Medicaid Meaningful Use Incentive Program in October 2011. The first 

program year all applications were for AIU. Attestation of meaningful use began in the second 

year of operation ï 2012. By the end of 2014 program year 52% of providers attested to Stage 1 

MU compared to 48% in 2012. 

 

 

Table 6 - HIT Meaningful Use Program Trend  

 

 

 

HIT MU Program Trend  

Program Year AIU  MU 

Program Year 2011 1285 0 

Program Year 2012 682 627 

Program Year 2013 330 1124 

Program Year 2014 195 1197 

Total by Program Year 2492 2948 
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AIU by Program Year and Eligible Provider Type 

Provider 

Type 

Program 

Year 

2011 

Program 

Year 

2012 

Program 

Year 

2013 

Program 

Year 

2014 

Total  

CNM 28 12 10 9 59 

DENT 13 61 16 8 98 

MD 949 446 168 99 1662 

NP 283 160 131 76 650 

PA 12 3 5 3 23 

AIU -

only 

1,285 682 330 195 2,492 

Table 7 - AIU by Program Year and Eligible Provider Type  

 

Meaningful Use by Program Year and Eligible Provider Type 

Provider 

Type 

Program 

Year 

2011 

Program 

Year 

2012 

Program 

Year 

2013 

Program 

Year 

2014 

Total 

CNM 0 11 22 32 65 

DENT 0 0 12 15 27 

MD 0 477 847 869 2,193 

NP 0 133 238 274 645 

PA 0 6 5 7 18 

MU-only 0 627 1,124 1,197 2,948 

Table 8 - Meaningful Use by Program Year and Eligible Provider Type 

 

AIU and MU Combined Eligible Provider Total  

Program 

Year 2011 

Program 

Year 2012 

Program 

Year 2013 

Program 

Year 2014 

Total 

1,285 1,309 1,454 1,392 5,440 

Table 9 - AIU and Meaningful Use Combined EP Total  
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Progression to Stage 1 has been steady. 44% to 54% of Physicians and midlevel providers (NP, 

CNM and PAôs) have completed Stage 1. Progression to Stage 2 has been minimal through 

program year 2014. We expect to see this change in program year 2015 as all providers will 

move to Modified Stage 2.  

 

Eligible Provider Progression AIU to Stage 1 and Stage 2 MU 

Provider 

Type 
AIU  MU  

Total  

All  

Stage 

1 

%  

Stage 

1 

Stage 

2 

% Stage 1 

to Stage 2 

% of all 

to stage 2 

CNM 59 65 124 62 50% 3 5% 2% 

DENT 98 27 125 27 22% 0 0% 0% 

MD 1,662 2,193 3855 2,084 54% 109 5% 3% 

NP 650 645 1295 618 48% 27 4% 2% 

PA 23 18 41 18 44% 0 0% 0% 

Report 

total:  
2,492 2,948 5440 2,809 52% 139 5% 3% 

Table 10 - Eligible Provider Progression AIU to Stage 1 and Stage 2 MU 

ap  
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Top twenty vendor use in Maine for each program year. 

 

 Eligible Provider CEHRT Vendor Use by Program Year 

Rank 

by % 

of use 

2011 2012 2013 2014 

1 GE Healthcare GE Healthcare GE Healthcare GE Healthcare 

2 
Epic Systems 

Corporation 

Epic Systems 

Corporation 

Epic Systems 

Corporation 
Cerner Corporation 

3 Cerner Corporation Allscripts Allscripts MERIDIOS_LTD 

4 Allscripts 
ECLINICALWORK

S 

ECLINICALWORK

S 

Epic Systems 

Corporation 

5 
NextGen 

Healthcare 

LSS DATA 

SYSTEMS 
athenaHealth HEALTHPORT_LLC 

6 SuccessEHS Cerner Corporation SuccessEHS Allscripts 

7 
ECLINICALWOR

KS 
SuccessEHS CompuGroup RHAPSODY 

8 CompuGroup Practice Fusion NextGen Healthcare athenaHealth 

9 LSS Data Systems CompuGroup 
Vitera Healthcare 

Solutions 
ECLINICALWORKS 

10 McKesson NextGen Healthcare 
Askesis 

Development Group 
ORION_HEALTH 

11 
Networking 

Technology dba 

RxNT 

LSS Data Systems McKesson LSS Data Systems 

12 Sage Mitochon LSS Data Systems NextGen Healthcare 

13 HealthPort athenaHealth 

Networking 

Technology dba 

RxNT 

SuccessEHS 

14 athenaHealth Defran Elekta IMPAC 
Vitera Healthcare 

Solutions  

15 Elekta IMPAC e MDs 
Greenway Medical 

Technologies  

DENTRIX_ENTERPRI

SE 

16 e MDs 
Indian Health 

Service 

Abraxas Medical 

Solutions  
McKesson 

17 AmazingCharts 

Networking 

Technology dba 

RxNT  

Practice Fusion CompuGroup 

18 Practice Fusion Elekta IMPAC 
Smoky Mountain 

Information Systems  
Indian Health Service 

19 GEMMS Inc McKesson Drfirst Elekta IMPAC 

20 
Henry Schein 

Medical System 

Anasazi Software 

Inc 

Henry Schein 

Medical System 

Kennebec Behavorial 

Health 
Table 11 - Eligible Provider CEHRT Use by Program Year  
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A2c3. 2015 Maine FQHC/RHC Eligible Provider Stats 

 

Maine has 39 FQHC/RHC practice sites in the state. 323 providers from those sites have 

participated in the Medicaid EHR Incentive Program since the inception of the program in 2011. 

85% of those providers have completed Stage 1. We expect strong participation to Modified 

Stage 2 for our FQHC/RHC sites in 2015. 
 

AIU only: 13 sites, 41 providers  - 13% 

Stage 1: 23 sites, 275 providers ï 85% 

Stage 2: 3 sites, 7 providers ï 2% 

 

A2c4. 2015 Maine Indian Health Service Eligible Provider Stats 

 

The state of Maine currently has four Tribally Administered programs. The programs are 

administered by the Nashville Area of the Indian Health Service Federal Health Program for 

American Indians and Alaska Natives. In addition, there is one Federal Direct Care Service 

Facility. Current statistics from the EHRIP show that all four of these Tribally Administered 

Healthcare Services and the Federal Direct Care Service Facility have eligible providers that are 

participating in the EHRIP. 

 

2015 IHS Eligible Provider Participation 

IHS Healthcare Service 

Facility  

Total EHRIP 

Registered EPs 

AIU 

EPs 

Stage 1 

MU EPs 

Current CEHRT Vendor  

Houlton Band of 

Maliseet Indians 

1 1  Resource and Patient 

Management System 

(RPMS) 

Passamaquoddy Tribe 

Indian Township 

3 3 3 Resource and Patient 

Management System 

(RPMS) 

Passamaquoddy Tribe 

Pleasant Point 

8 8 3 Resource and Patient 

Management System 

(RPMS) 

Penobscot Indian Nation 3 3  Resource and Patient 

Management System 

(RPMS) 

Micmac Service Unit 1 1  Resource and Patient 

Management System 

(RPMS) 
Table 12 - 2015 IHS Eligible Provider Participation 

 

A2c5. 2015 Maine Non-Eligible Providers 

 

Maine realizes the majority of behavioral health providers are ineligible for participation in the 

CMS Meaningful Use program, through the incorporation of program eligible primary care 

providers into the CMMI funded SIM BHHO structure these ineligible behavioral health 

providers will have access to and the ability to collect information coming from the Meaningful 
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Use Program for better care coordination and overall statewide HIT integration. As discussed in 

Section B in the EHR Incentives Integration to SIM Funded Health Homes, HRSA Funded 

FQHC facilities are also incorporated into the Health Home model for the same purpose. Please 

refer to page 54
15

 for further information on the Health Home movement.  

 

Section A. Part 3.  Privacy and Security 

 

Respecting individuals' right to privacy and protecting their personal health information is 

critical to the successful widespread adoption and use of health information technology and 

exchange by health care providers.  

 

In 2013, the Departmentôs procurement protocols added an additional requirement to its contract 

checklist to include a check-off that a BAA or other use of data agreement is included as an 

addendum to the contract or that no PHI will be accessed or viewed. This requirement ensures 

that appropriate privacy and security laws are adhered to from the beginning of the contract 

process. 

 

Currently, the protection of health information is handled through the DHHS Director of 

Healthcare Privacy who serves as our Departmentôs Privacy Officer, and our offices have 

Privacy and Security Officials or Privacy Liaisons who work to follow state and federal 

healthcare privacy laws, including the Health Insurance Portability and Accountability Act of 

1996, or HIPAA. The Department implements and updates confidentiality policies, procedures, 

training and forms that the law requires for us to keep health information protected, whether that 

information is part of a conversation, in a paper chart, or part of an electronic record.  Only the 

minimum health information necessary to conduct business is to be used or shared. Additionally, 

we only enter into agreements with other organizations to help us with our business processes if 

they agree to safeguard the information as the law requires.  

 

Maine DDHS will also investigate any possible breach of patient or client data that happens at a 

Department office or with one of our vendors or business associates. If an actual breach occurs, 

the Department will contact individuals whose information is at risk, and report the breach to 

government regulators. 

 

In MaineCare Services, the Operations Division Director assumes the role of the HIPAA 

Security Officer.  A MaineCare employee has been designated as the Privacy Officer.  These 

individuals are key members of the Departmentôs privacy and security group and oversee 

compliance, training, and resolution of HIPAA and other privacy incidents.   As an example, 

MaineCare issues a weekly message from the Medicaid Director.  Each weekôs message includes 

a HIPAA tip of the week.  In addition, employeesô annual evaluations include a component on 

the employeeôs performance with respect to privacy and security issues and compliance.   

 

 

                                                 
15

 Hyperlinked cross-reference 
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Section A. Part 4. Inventory of Existing Technical Systems and Assets   

 

A4a. Meaningful Use-specific HIT Technology Assets  

 

As described in Maineôs 2011 SMHP, Maine developed, tested and implemented an in-house 

technical solution for its Meaningful Use Program. This approach allowed Maine to develop a 

phased in implementation incorporating new requirements aligning with each stage of 

Meaningful Use.  

 

Maineôs MU Program began processing incentive payments through its new system in October 

2011. The system implementation continues to be updated by the Stateôs Office of Information 

Technology in response to evolving requirements from CMS and Maineôs MU Program. To 

incorporate and accommodate changes to the MU Program; software releases are typically 

performed quarterly but may be rescheduled as needed. Changes follow established State 

practices for application development, security, accessibility and deployment. Typical changes 

include support for additional requirements for the MU Program as established by CMS, and/or 

enhancements to improve workflow. 

 

The MU Program uses the following primary system components: 

 

¶ Maineôs Meaningful Use ñHIT Databaseò ï Maineôs State Level Repository (SLR)  

¶ Maineôs Meaningful Use ñWizardò ï for collecting data from providers. 

¶ Maineôs Meaningful Use ñFront Endò ï for program administration 

¶ Maine CDCôs ñRegistration Wizardò ï for CDC provider registration  

¶ Maine CDCôs ñRegistration Editorò ï for CDC registry administration 

 

The following sections provide a brief description of each system component identifying the 

high-level architectural design (i.e. implementation approach). 

 

A4a1. Maineôs Meaningful Use ñHIT Databaseò 

 

¶ Overview: At the core of Maineôs internally developed system implementation 

supporting the MU Program is an Oracle relational database referred to as the ñHIT 

Database.ò The database is used to manage processes and data related to the MU Program 

and it functions as Maineôs State Level Repository (SLR). Data exchange interfaces have 

been setup to allow information to flow between Maineôs SLR and CMSôs National 

Level Repository (NLR). Maineôs SLR has been designed to maintain flexibility while 

enforcing data-integrity. The HIT Database has numerous data constraints as well as 

dozens of supporting lookup tables which can be customized to support MU program 

changes. Maine has implemented multiple system components that interact with the HIT 

Database to enable the data to be maintained as well as for generating viewable and 

printable reports based upon information within the HIT Database. 

 

¶ Technical Summary:  

Maineôs HIT Database consists of a single production Oracle database instance (hitprd) 

containing three separate but related datasets (or schemas). The primary dataset 
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(hit_admin) includes MU incentive payment related data, the second (CDCRegistration) 

includes CDC related registration data and the third (Reporting) is used strictly to support 

analytical reporting efforts based upon data in the other two schemas. In addition to using 

Oracle to implement Maineôs SLR, Maine also uses a variety of technologies to process 

data exchanges between the SLR and the NLR as defined by CMS reporting 

requirements. 

 

A4a2. Maineôs Meaningful Use ñFront Endò (a.k.a. mEHRIP)   

 

¶ Overview: The primary system component that HIT Specialists and auditors interact 

with is commonly referred to as the ñFront Endò. This web enabled user interface is 

accessible through a web browser (e.g. Internet Explorer). The Front End interface 

provides a secure process for each step of the MU Program incentive payment process 

starting with the generation of the initial welcome email to an EP or EH, and continuing 

with eligibility determination and then MU submission, attestation and final payment. 

Each step of the process is documented and validated with built-in checks and 

verifications before moving to the next step. . As HIT specialists and auditors process 

incentive payments, the Front End displays informational prompts guiding users through 

the process. The Front End manages provider MU submissions by interacting with a 

separate application, the MU Wizard, which is described below.  

 

¶ Technical Summary: The primary functionality accessible through the front-end 

application uses Oracle APEX. Data accessed by, or entered through the Font End, is 

maintained within Maineôs SLR. The front-end application includes hundreds of web-

pages containing logic that is updated as part of a managed software development 

lifecycle. The front end also has the capability to call viewable and printable reports that 

are generated through an external reporting tool (Cognos).  

 

A4a3. Maineôs Meaningful Use ñWizardò 

 

¶ Overview: The Meaningful Use Wizard is a stand-alone application which collects and 

populates Meaningful Use data which is accessible and viewable through the Front End. 

The Wizard collects data on the MU measures for the appropriate program year and MU 

definition year (MUDY) from Eligible Professionals which is fed into Maineôs SLR. 

Once the data is in the SLR, it is accessible in the Front End Application. The Wizard 

supports Medicaid MU eligible professionals similar to CMSôs Medicare Meaningful Use 

portal. The Wizard prompts users to enter appropriate and validated Core, Menu and 

clinical quality measures (CQMs). The Wizard submits that information to the Stateôs 

MU Program via secure FTP where it is loaded daily into the SLR for review and 

approval by HIT Specialists.  

 

¶ Technical Summary: The Meaningful Use Wizard is a .NET 4.0 desktop application 

installed on a computer at an EPôs practice. The Wizard displays the appropriate 

Meaningful Use measures to the user based on the eligibility information submitted for 

the EP. The current CEHRT and other factors are reviewed by the HIT Specialist who 

confirms the appropriate MUDY, Stage, Stage Iteration (1st, 2nd, ...) and reporting period 
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(90/356) to be submitted.   Once the HIT Specialist completes the pre-requisite work 

required a server-based process then provisions the Meaningful Use Wizard and the 

provider NPI for the appropriate MU attestation submission. 

 

¶ Note: Dually Eligible Hospitals (DEH) do not use the Wizard due to the submission of 

MU attestation measures via the Medicare MU portal which are then delivered to the 

SLR via the NLR C5 process. 

 

A4a4. Maine CDCôs ñRegistration Wizardò 

 

¶ Overview: Providers download the CDC Registration Wizard from the state website. The 

CDC Registration Wizard is a stand-alone ñone-stop shoppingò application which enables 

health care providers to register with four Maine CDC Health Registries (Immunization, 

Syndromic Surveillance, Electronic Lab Report and Cancer). Demographic information is 

entered once and providers use a drop-down menu to check off the registries they want to 

register at. The Registration Wizard also collects information on whether a provider 

would be interested in participating in additional registries (Chronic Disease and Healthy 

Weight).  

 

¶ Technical Summary: The CDC Registration Wizard is a .NET 4.0 desktop application 

installed on a computer within a providerôs practice (similar to the MU Wizard). 

 

A4a5. Maine CDCôs ñRegistration Editorò 

 

¶ Overview: The CDC Registration Editor is a stand-alone application developed to 

support Maine CDC users. It allows staff to view and edit registrations made by health 

care providers with the four CDC Health Registries (Immunization, Syndromic, 

Surveillance, Electronic Lab Report and Cancer) and to view interest expressed by 

providers about the proposed Health Weight and Chronic Disease registries.  

 

¶ Technical Summary: The CDC Registration Editor is a .NET 4.0 desktop application, 

installed on the personal computers of selected Maine CDC Staff and Maine MU 

Program Staff. 
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A4b. Summary of Meaningful Use-specific HIT/HIE Technology Assets 

 

¶ In consultation with CMS, Maine designed, developed, and implemented an in-house 

solution for attestation and payments for Medicaid-only eligible hospitals and eligible 

professionals.  

¶ In October 2011, Maineôs current technical solution began to support the MU Program. It 
allowed MU Program HIT Specialists to process registrations that were submitted to the 

National Level Repository (NLR) and fed electronically to the State. The system enables 

the completion of the attestation and payment process for Year 1 Adopt, Implement, and 

Upgrade (AIU) payments.  

¶ In April 2012, the State, in accord with its approved IAPD, performed enhancements to 

the system to allow payments over multiple years to be processed and tracked. 

Recognizing that some components of the registration and attestation have a distinct 

payment year level, the system distinguished Year 1 AIU attestations from Year 2 MU 

attestations. 

¶ As of 2013, the system also includes the implementation of a desk-top application (MU 

Wizard) that EPs use to enter Meaningful Use (MU) data gathered from CEHRT reports 

which is sent electronically to the State. The addition of the Wizard system for the 

attestation for Meaningful Use Stage 1 successfully supported the attestation process for 

EPs for Meaningful Use while maintaining program integrity by requiring EPs to enter 

accurate and complete data before the system accepts the attestation and sends the data to 

the State. It also enables HIT specialists to review each Meaningful Use measure for 

accuracy and completeness, before the HIT specialist can continue the review and 

approval of the attestation and payment. Similarly, State auditors have the Wizard data 

available for both pre- and post-payment audits. 

¶ Maineôs CDC Registration Wizard and Editor are now also supporting MU Activities 
within Maine CDC by enabling providers to register for Maine CDC Health Registries 

(Immunization, Syndromic Surveillance, Electronic Lab Report and Cancer).  

¶ To meet MU definition year 2014 and Stage 2, as of 2014, the various HIT systems were 

updated to includes the ability for EPs to submit MU measures for definition year 2014 

along with Stage 2 specifics including CQMs with specific domain requirements and the 

collection of exceptions. 

¶ Maine will be implementing Stage 3 requirements as they are developed, defined and 

approved by CMS as Maine plans to continue updating its systems and processes to meet 

the goals and objectives of the HITECH Act.  

 

Maineôs MU Program also uses components from MIHMS, discussed in greater detail in the next 

Section A.4b below: 

MIHMS System Component MU Program Utilization  

MIHMS Financial Claims Payment Process Data is accessible to MaineCare to identify 

and verify claims and data for the MU 

Program 

MIHMS Provider Enrollment Portal Used by the program to validate Medicaid 

provider status. 

MIHMS Data Warehouse/Decision Support 

System 

Data is accessible to MaineCare to identify 

and verify claims and data for the MU 
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Program  
Table 13 - MIHMS/Meaningful Use Components 

 

A4c. Inventory of Major State HIT Technology Systems and Assets 

 

Maineôs Office of Information Technology (OIT) is housed within the Stateôs Department of 

Administration and Financial Services (DAFS).  OIT operates and maintains an application 

inventory of all State Systems depicting how each system aligns with each program. It also 

identifies data exchange interfaces between each system. The application inventory and diagram 

were critical resources used in the creation of Maineôs 2011 SMHP and as a reference source for 

this 2015 SMHP update.
16

  

 

The following diagram developed for the 2011 SMHP provides a high level representation of the 

systems related to Medicaid management, administration, and oversight. 

 
Figure 7 - DHHS Technology Assets and Schematic 2015  

 

A4c1. Maineôs Medicaid Management Information System (MMIS) 

 

                                                 
16

 The CMS Final Rule identified ten administration and oversight areas that technology assets may be used to meet CMS 

requirements: Verifying Eligibility ; Program Registration; Tracking Attestations; Payment Process; Audit Process; Reporting 

Requirements; Tracking Expenditures; Appeals Process; Provider Questions; Provider Communications.  
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In 2011, when Maine was developing its MU Program, it had just implemented a new MMIS 

system, MIHMS.  After careful consideration and consultation with CMS, the State determined 

that the most optimal solution for its MU Program would be to develop a Meaningful Use system 

that is similar to other existing state IT systems, and leveraged the integrated network across all 

DHHS systems. For example, State MU Program staff use MIHMS to confirm that professionals 

and hospitals are enrolled as Medicaid providers; to determine if the number of encounters for a 

specific provider or practice are in line with the encounter information provided; and other 

checks. The following is a description of the MMIS system for illustrative purposes:  

MIHMS is an enterprise application built on a Java Framework providing access to the Oracle 

database that supports the application.  It is an integrated system that supports claims processing, 

provider enrollment, care management, program integrity, information management, and case 

management. It also provides the administrative and operation system support for Maineôs health 

care programs including MaineCare, Maine Eye Care, Maine Rx Plus, Drugs for the Elderly, 

Childrenôs Health Insurance Program (CHIP), Adult Mental Health, Adults with Cognitive and 

Physical Disabilities, Childrenôs Health Services, Substance Abuse, and Elder Services. The 

diagram below depicts the functions within MIHMS.  The box that lies outside of MIHMS is 

Pharmacy Benefit Management which includes the pharmacy point of sale system and pharmacy 

claims adjudication.  
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Maineôs Medicaid Management Information System 

 
Figure 8 - Maine's Medicaid Management Information System  

 

All of the MIHMSôs applications are supported by the fiscal agent vendorôs hardware and 

software. MIHMS has over 80 interfaces with other systems including Automated Client 

Eligibility System (ACES), Enterprise Information System (EIS), Maine Automated Child 

Welfare Information System (MACWIS), Maine Adult Protective Services Information System 

(MAPSIS), AdvantageME and others.  
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A4c1a. MIHMS Claims and Financial Management 

 

The primary functions of MIHMS are claims adjudication; providing the data for reporting, 

analysis, and payment; and ensuring that all activities have the necessary levels of auditing and 

security to maintain the integrity of the process and system.  

Claims submissions can be through the Provider Portal, the Electronic Data Interchange (EDI) 

Gateway for switch vendors, and elements of the Reports Manager combined with a 

subcontracted imaging solution using Good Health Systems (GHS) for paper claims.  All claims 

are available in MIHMS including pharmacy claims. Claims status can be obtained via Contact 

Manager, Provider Portal, and MaineCareôs Customer Service Representatives (CSR).  

 

The financial claim payment process (Flexi) which occurs on a scheduled basis, examines and 

extracts the claims in MIHMS and transfers the financial information to the Stateôs payment 

system, AdvantageME for payment.  

 

A4c1b. MIHMS Provider Enrollment Portal   

 

A key feature of MIHMS is the provider portal which allows providers to enroll and update 

information along with the Direct Data Entry (DDE) where providers submit individual claims, 

track the status of their submitted claims, and determine what claims are in ñpayò status.  If a 

claim contains an error, providers are able to correct it via the Provider Portal and resubmit it to 

MIHMS.   

 

A4c1c. MIHMS Information Management ï Data 

Warehouse/Decision Support System 

 

The Decision Support System/Data Warehouse (DSS/DSW) collects and maintains data from 

MIHMS delivering advanced health care analytic capability with a Medicaid-specific data model 

and reports. The system meets Federal MIHMS certification and DHHS requirements and all 

MITA standards. 

 

The application is built on an integrated, analytically ready database that feeds data to the 

Executive Information System (EIS) and Decision Support System (DSS). The EIS is a Web-

based interface that provides fast access to hundreds of ódashboardô indicators of program 

performance and disseminates quick, reliable summary-level information.  It includes a 

comprehensive suite of built-in Medicaid reports with the ability to analyze data in a variety of 

ways.  

 

The summary database matches to record-level detail in the DSS which has a Decision Analyst 

that provides flexible access to record-level detail in the data warehouse and customized report 

templates designed specifically for health care analytics. It provides Management and 

Administrative Reporting System (MARS) capabilities that support health care analysis and 

fraud and abuse detection and investigation. Each week the Decision Analyst function provides 

data from MIHMS to the userôs workstation via Internet technology on:  

 

¶ Medical claims data 



 

Maine SMHP December 2015 Page 38 

 

¶ Drug data from the PBM 

¶ Reference data 

¶ Provider data  

¶ Member data 

 

A4c1d. Program IntegrityïJ-SURS 

 

Maineôs Program Integrity unit, with the Division of Audit, is responsible for monitoring 

provider and Member compliance with applicable laws.  The J-SURS system uses a statistical 

analysis program on claims data that is fed from the MIHMS claims system to identify and 

remedy potential health care fraud, waste and abuse cases.  

 

A4c1e. MIHMS Contact Manager  

 

The MIHMS Contact Manager system provides help desk and call tracking workflow allowing 

authorized users to access a wide variety of reports based on a number of statistical variables. 

The engine behind Contact Manager provides a tool to deliver Member eligibility and claim 

status information, deliver call center capabilities; member pre-qualification, eligibility and 

registration; prior approval; claim status; intelligent call routing, agent client (call tracking, 

workflow initiation); web chat; real-time contact metrics; and historical reporting.  

 

The Automated Voice Response System (AVRS) queries MIHMS data via Web services 

showing any needed data, Member pre-qualification, prior approval, provider account payment 

status, claim status, third-party liability, drug coverage, and  pricing.  

 

A4c1f. MIHMS Interface with AdvantageME  

 

AdvantageME is the Stateôs financial accounting system that interfaces with MIHMS to pay 

claims and track financial information. The application is built on a Java Framework and 

provides access to the Oracle database supporting the application.  

 

A4c2. Maine Center for Disease Control (CDC)  

 

Maineôs CDC is the stateôs public health authority. Organizationally, it is an office within the 

Maine Department of Health and Human Services (DHHS). 
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A4c2a. PHINMS/Rhapsody/NEDSS ï formerly part of the  Integrated 

Public Health Information System (IPHIS) 

 

Maine uses the Public Health Information Network Messaging Service (PHINMS) 

interoperability standards and the Orion Health Rhapsody Integration Engine to support its 

public health data exchanges including electronic laboratory reports, immunization records, and 

Maineôs cancer registry.     

 

Data is stored within the National Electronic Disease Surveillance System (NEDSS) and other 

CDC systems.  Maine receives Electronic Laboratory Reports (ELR) from commercial labs and 

several hospital systems through Maineôs Health Information Exchange (HealthInfoNet) and it 

receives ELRs directly from Maineôs Health and Environmental Testing Lab (HETL) and four 

national reference laboratories. Maine also receives reportable diseases from all of Maineôs 

hospitals and their associated urgent care centers, including symptoms reported in emergency 

rooms for syndromic surveillance. Data received is stored in the following two systems used for 

data analysis: the Early Aberration Reporting System (EARS) and BioSense 2.0.   Cancer 

registry submissions may be made by either PHINMS or Secure File Transfer Protocol (SFTP) to 

the Central Cancer Registry (Elektaôs Pr®cis-Central system). 

 

A4c2b. ImmPact ï Maineôs Immunization Information System 

 

The Maine Immunization Program (MIP) within Maine CDC has a web-based Immunization 

Information System (ImmPact) that helps ensure effective public health strategies through the 

use of secure, accurate, and accessible information. The registry promotes client and vaccination 

management functions for a majority of pediatric providers and serves as a resource application 

for MaineCare. ImmPact tracks and reports provider vaccination administration and vaccine 

inventories; provides health tracking and quality assurance tools for clinician use; and access to 

current immunization trends, standards, and health information. ImmPact contains detailed 

immunization records for over half of the children in Maine. These records are electronic, 

portable, and patient-centric. Prior to 2010, MaineCare also used ImmPact to support the 

collection of information related to child Bright Futures preventive health visits. Between 2011 

and 2014, Maineôs CHIPRA funded Improving Health Outcomes for Children (IHOC) project 

worked in collaboration with the Maine Immunization Program to incorporate CHIPRA 

Immunization measures into ImmPact, which is the standard for today and the future. (See 

Section A4c6 page 40
17

. 

 

The MU Program provides support for EPs and EHs to submit immunization data as required to 

meet Meaningful Use.  The MU Program and Immunization staff work together to provide a 

seamless mechanism for EPs and EHs to report on immunizations and receive confirmation of 

their testing being accepted. 
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A4c3. Division of Licensing and Regulatory Services 

 

The Departmentôs Licensing and Regulatory Services Division maintains all human services 

licensing and certification activities for Maine.  (The Licensing and Regulatory Services portal is 

used to confirm that an EH or EP is a licensed provider in Maine.)  

 

A4c4. Financial Management Services 

 

The Departmentôs Financial Services Division is responsible for management, tracking and 

reporting of the MaineCare budget.  (With direct oversight of MaineCare fiscal management 

systems, resources from Finance are key to the accurate tracking of EHR incentive payments, 

recouping payments if needed, CMS financial reporting requirements, and reconciling payments 

and MU Program administrative funds.)  

 

A4c5. All -Payer Claims Database 

 

Maine established the nationôs first All-Payer Claims Database (APCD) via the Health Data 

Organization (MHDO), an independent State agency which implemented administrative data 

collection rules and regulations. The purpose of the Maine Health Data Organization (MHDO) as 

defined in Title 22, Chapter 1683, is to create and maintain a useful, objective, reliable, and 

comprehensive health information database that is used to improve the health care quality for 

Maine people and to promote transparency of the cost and quality of healthcare in the State in 

conjunction with the Maine Quality Forum through a publically accessible website.   

The APCD currently collects four types of administrative data: individual eligibility data and 

paid dental, medical, and pharmacy claims. Across all file types, encrypted and protected health 

information links patient specific information together. Claims from commercial sources and 

Medicaid are added to the APCD on a quarterly basis and generally include claims paid through 

the end of the quarter before the most recently ended quarter; so, for instance, claims paid 

through Q2 2015 were added to the APCD in Q4 2015. Claims from Medicare are added with a 

longer lag, for example claims paid through Q4 2014 will be added to the APCD in Q4 2015. 

Note that the APCD does not include information about uninsured individuals or from payers 

with less than $2,000,000 in annual premium and or premium equivalents.
18

   

 

The advantage of Maineôs APCD is the mandate that requires health insurance companies and 

third party administrators to submit claims data to the MHDO in a standardized format and 

frequency as prescribed in MHDO Rule Chapter 243. Please refer to the information listed in 

Section E on page 233
19

 for further information regarding the APCD activities.    

 

A4c6. Improving Health Outcomes for Children (IHOC)  

 

 Maine and Vermont were among 10 state teams that were awarded demonstration grants (for the 

period of February 2010 through February 2015) to enhance the quality of care delivered to 
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 It is important to note that the All-Payer Claims Database excludes the uninsured. 
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children in their states and inform best practices for the nation.  IHOC has been funded by a 

grant from The Centers for Medicare and Medicaid Services (CMS) through Section 401(d) of 

the Child Health Insurance Program Reauthorization Act (CHIPRA). In Maine, MaineCare 

includes both Medicaid and the Childrenôs Health Insurance Program (CHIP). The grant allowed 

the states of Maine and Vermont to test, develop, and expand the use of evidence-based child 

performance measures to include child behavioral health measures. The Maine IHOC initiative 

initially focused its initial health care delivery system improvement efforts on four pediatric 

practices involved in Maineôs PCMH Pilot. MaineCare has continued to support the focus of 

IHOC through inclusion in the MaineCare operations plan funded by state and federal cost 

sharing. 

 

In addition, the states expanded their information technology systems to improve the exchange of 

child health data and expedite service provisions to children in foster care. They tested and 

evaluated a pediatric medical home model for other states, particularly non-demonstration states, 

to expand child health improvement efforts.  In addition to the core set, Maine examined the 

feasibility of other data collection and measure reporting.  Maine conducted an environmental 

scan of all child behavioral health outcome measures being used by mental health providers and 

explored the feasibility of testing and integrating these measures into broader pediatric practice 

level reports. 

 

A key element of the planning was to ensure that Federal and State resources were fully 

maximized and complementary, not duplicative or redundant. The Meaningful Use program was 

a targeted consideration in all these efforts. An example of the complementary use of funds to 

accomplish those goals would be the utilization of the Medicaid ARRA Section 4201 provider 

incentive payment program to help pay for the cost of adoption, implementation or upgrades of 

EHR systems in pediatric practices; ONC HIE funding to pay for interfaces to ensure 

connectivity to the state HIE network; and CHIPRA grant funding to develop data repositories 

for the collection, design, implementation, and evaluation of the automation of Bright Futures, as 

well as foster care health data system. For more details concerning IHOC please visit 

http://www.maine.gov/dhhs/oms/provider/ihoc.shtml.   

  

The IHOC grant ended in February 2015.  However, the State plans to continue the work done 

under the grant via regular federal and State funding under the Stateôs Medicaid program. IHOC 

continues to focus on meaningful use of health information technology, including use of 

registries, coordinated patient data using the HIE, and development of quality improvement 

processes that rely on availability of clinical data from certified EHR systems. 

 

A4c7. Pharmacy Benefit Management 

 

The Pharmacy Benefit Management (PBM) program is a pharmacy benefit program for 

MaineCare members which includes:   

¶ Interfaces with POS system and reporting applications 

¶ Real-time access to both beneficiary and provider eligibility 

¶ Online real-time summary information including number and type of providers, 

beneficiaries, and services 

¶ Availability 24 hours a day, 7 days a week, 365 days a year 

http://www.maine.gov/dhhs/oms/provider/ihoc.shtml
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¶ Prior Authorization compliance with Federal and State regulations 

¶ E-prescribing solution that works with Prior Authorizations and Point Of Sale (POS) 

¶ Fully automated PRO-DUR system that meets Federal DUR regulations 

¶ Fully functional RETRO-DUR system that meets Federal DUR regulations 

¶ Medication Therapy Management Program 

¶ Transmittal of adjudicated claims to the Data Hub for the MMIS system 

¶ Pharmacy help desk availability to providers for clinical and technical support 

 

A4d. Maineôs Health Information Exchange  

 

When the Office of the State Coordinator executed a four-year cooperative agreement with the 

Office of the National Coordinator, a significant portion of the agreement was dedicated to a 

contract with HealthInfoNet who was also named at that time, to be the Statewide HIE.   

 

HealthInfoNet is an independent, nonprofit organization using information technology to 

improve patient care quality and safety.
20

 The organizationôs core service line is the management 

of Maineôs statewide health information exchange (HIE), a secure computer system for doctors, 

hospitals and other providers to share important health information and improve patient care. The 

HIE system links medical information from separate health care sites across the State to create a 

single electronic patient health record. This record is made accessible to authorized providers to 

support patient care.  

 

The HIE continued its role after the close of the cooperative agreement and  now contains 

records for close to all Maine residents and is connected to the vast majority of health care 

facilities in Maine. These facilities include hospitals, physician practices, federally qualified 

health centers, long-term care facilities, home health agencies, behavioral health providers, and 

independent laboratories.  

 

Data categories managed by the HIE include: patient demographics, insurer, Accountable Care  

membership, primary care provider, visit/encounter history, laboratory and microbiology results, 

radiology reports, adverse reactions/allergies, prescriptions, diagnosis/conditions/problems 

(primary and secondary), immunizations, vital signs, and dictated/transcribed documents like 

hospital discharge summaries and provider visit notes. 

 

HealthInfoNet provides a number of value added services to support providers in their adoption 

and use of health information technology as well as tools to support new and emerging models of 

care and care management. These include assisting providers with meaningful use attestation, 

single sign on to the state prescription monitoring program, public health reporting, and analytics 

services. HealthInfoNet also provides tools to support the needs of Accountable Care 

Organizations such as event notifications and predictive modeling tools.  

 

                                                 
20

 HealthInfoNet was incorporated in 2006 and is governed by a voluntary community-based board of directors and 

several board advisory committees run by Maine people serving on behalf of medical providers, public health, 

patients, government and business. The organization provides services across the State of Maine, and maintains its 

corporate office in Portland.  One of the board members is the Director of the Maine DHHS Quality Improvement 

Office.    
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HealthInfoNet is the recipient of a number of federal grants that have helped to expand its 

services and extend HIE access to small, rural and specialty care providers across Maine.  

¶ HealthInfoNet was the recipient of the HIE Cooperative Agreement Program Grant, 

awarded in March 2010 by the Office of the National Coordinator for Health Information 

Technology (ONC) to 56 states, eligible territories, and qualified State Designated 

Entities (SDE) received awards.  

¶ In 2011, HealthInfoNet was the recipient of an ONC grant designating it as one of the 

many Regional Extension Centers (REC) created across the country to provide education 

and technical assistance to help health care providers select, implement, and achieve 

meaningful use of certified EHR technology.  

¶ In 2012, The State of Maine and HealthInfoNet were selected as one of five states to 

contract with the Center for Integrated Health Solutions (CIHS), funded by the Substance 

Abuse and Mental Health Services Administration (SAMHSA) and the Health Resources 

Services Administration (HRSA), to support electronic sharing of health records among 

behavioral health providers and general medical providers in Maine.  

¶ In 2013, HealthInfoNet was one of three partners selected to help the State improve care 

and reduce health costs in Maine under the State Innovation Model (SIM) grant. One 

specific area of focus has been to integrate all MaineCare prescription claims information 

as discrete data within the medication history section of the HIE. MaineCare prescription 

history is now fully integrated within Maineôs HIE. These activities are discussed in 

further detail in Section E.    

¶ Also in 2013, HealthInfoNet was awarded a three-year grant to improve care 

coordination for Maineôs veterans. Awarded by the Health Research and Services 

Administration (HRSA), the funding will be used to connect the VA Maine Healthcare 

System comprised of the medical center located in Augusta and 11 outpatient clinics to 

the health information exchange.   (See Section A4e (2) for more detail.)  

¶ As of 2015, HealthInfoNet has successfully become the first HIE in the nation to provide 

ñviewing accessò to Veterans Affairs (VA) clinicians. With the support of federal and 

state grant funding, HealthInfoNet (HIN) staff continue to work closely with VA Maine 

leadership to connect the VA health record systems to Maineôs HIE. With view access, 

authorized VA clinicians are able to obtain important medical information from non-VA 

facilities to support clinical decision making and care coordination. All of Maineôs VA 

facilities, including eight Community Based Outreach Clinics, three outreach centers, and 

the Togus Medical Center will be given access to the HIE Clinical Portal in 2015. 

   

A4d1. Geographic Reach of HIN 

 

The geographic reach of the HIE exchange is Maine--there is currently no exchange of HIT 

across state borders except for the Veterans Administration, where any VA facility nationwide 

can query information.  However, MaineCare Members living in border towns do obtain services 

from providers in New Hampshire. HIN leadership has been in recent discussions with executive 

leadership from multiple NH hospitals and is likely to begin connecting some NH organizations 

in 2016. Conversations have also begun between HIN and Maineôs largest health system 

MaineHealth about opportunities for including hospital data from New Hampshire hospitals that 

have been recently acquired by MaineHealth.  

 

http://www.healthit.gov/policy-researchers-implementers/state-health-information-exchange
http://www.healthit.gov/providers-professionals/regional-extension-centers-recs


 

Maine SMHP December 2015 Page 44 

 

HealthInfoNet currently holds HIE data for:  

¶ 35 Hospitals and over 450 ambulatory, behavioral health, and long-term care facilties 

¶ Total Patients Included 1,480,952  

¶ Maine Residents 1,266,777  

¶ 97% of Maine Residents 

¶ 1.13% of Maine Residents have Opted-Opt of the HIE 

 

A4d2. Electronic Clinical Laboratory Ordering and Results Delivery 

 

HealthInfoNet (HIN) supports Eligible Hospitals (EH) and Critical Access Hospitals (CAH) to 

meet Stage 2 Meaningful Use Core Measure 14, Electronic Reportable Laboratory Results. HIN 

works in close conjunction with Maineôs public health authority, Maine Center for Disease 

Control and Prevention (Maine CDC) to establish and maintain real-time HL7 interfaces to 

deliver notifiable laboratory conditions using the Maine CDC prescribed PHIN Messaging 

System.  HINôs HIE laboratory data is coded to the Logical Observation Identifiers Names and 

Codes (LOINC) standards. Laboratory results are also being standardized using SNOWMED 

codes where applicable.  Using the LOINC and SNOWMED standards to exchange lab data is 

allowing for semantic interoperability across Maine. 

 

A4d3. Electronic Public Health Reporting 

 

HealthInfoNet has a long standing relationship with Maine CDC.  HIN and Maine CDC 

collaborate to support the health care community by automating laboratory result exchange 

processes for 45 of the 72 diseases mandated for public reporting by the State of Maine. HIN 

uses the PHINMS transport standard required to communicate automated laboratory test results 

to the public health information infrastructure.  HIN also provides the Maine CDC with public 

health syndromic surveillance information by leveraging ADT data messages from Emergency 

Room events of care. As of 2015 a contract has been signed with Maine CDC to help provider 

practices connect to HIN and report patient data. This supports a Maine CDC grant that is 

focused on better management of patients with type 2 diabetes and hypertension. 

 

A4d4. Prescription Fill Status / Medication Fill History  

 

HIN has two sources for medication data. HINôs medication information comes from adjudicated 

claims files from Surescripts and MaineCare. MaineCare provides prescription medication 

profiles for its 291,000+ members. Surescripts provides data from claims and electronically 

prescribed prescription medication profiles for patients as well as fill history from some 

pharmacies.  The combination of these two sources of prescription medication information 

enables access through the statewide exchange to medication history profiles for approximately 

70 percent of Maineôs residents.  

 

HealthInfoNet maintains an opt-out consent process for general medical information and an opt-

in patient consent for certain behavioral health and HIV related information as required by Maine 

State law. The HIE has just over a 1% opt-out rate.  
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The statewide HIE, HIN, is not a covered entity, however it is considered a HIPAA business 

associate of all healthcare entities it conducts business with. If HIN performs functions or 

activities on behalf of DHHS within a business associate agreement, HIN is required to have 

security and privacy controls in place to safeguard and appropriately protect the privacy of 

protected health information. Utilizing HIN to manage the auditing, tracking, and aggregation of 

data could be beneficial for DHHS.   

 

A4d5. Privacy and Security in the HIE  

 

EHR technology is a powerful tool for improving the quality and coordination of care, and to 

improve health care outcomes.  Sharing and exchanging personal health information must 

comply with HIPAA and applicable federal and State law.  

 

Sharing protected health information (PHI) through EHR technology empowers both health care 

providers and patients to better manage health.  It is essential that health care providers have 

access to the health information needed to care for patients where and when it is needed, while at 

the same time protecting patients' information. Achieving the right balance of access and privacy 

is the key to security in the current health care environment.  

In 2013, under the auspices of the Office for the State Coordinator of Health Information 

Technology, a Legal Work Group was formed and conducted an exhaustive inventory and 

research of federal and State privacy and security laws and rules. The work products of this 

group have been used to inform state policy for appropriate access to PHI under the emerging 

HIT initiatives. In that same year, Maine enacted a statute establishing opt-in and opt-out 

procedures for Maineôs statewide Health Information Exchange to allow mental health and HIV 

data to be exchanged through the state designated health information exchange.
21

  

 

The law requires providers to display information in their offices on the benefits of having health 

care data in the HIE and easily accessible methods to opt-out of the HIE for general health data. 

The law also stipulates that patients must provide affirmative opt-in for mental health data to be 

included in the HIE. Maineôs HIV laws also require affirmative opt-in to the HIE for HIV data.   

Substance abuse data is currently not submitted nor stored in the HIE. 42 CFR, part 2 presents a 

major obstacle to the goals and objectives of using electronic health information to manage care 

of people with drug and alcohol diagnoses. 

 

A4e. Other Networks and Systems in Maine Employing HIT  

 

A4e1. Federally Qualified Health Center Networks 

 

Maineôs 27 Federally Qualified Health Centers (FQHCs) provide services across the State to a 

significant portion of Maine citizens.  A three-year grant awarded to the Maine Primary Care 

Association (MPCA), a Health Center Controlled Network allowed the MPCA to: 

 

¶ Develop an immunization interface between the EHRs and the state immunization 

registry, IMMPACT2 

                                                 
21

 For more information on the LWG please visit http://www.maine.gov/hit/lwg/documents/LWGbackground.doc  

http://www.maine.gov/hit/lwg/documents/LWGbackground.doc
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¶ Plan HIE architecture and business model, to include exchanging data from 19 MPCA 

members (representing multiple vendor platforms) in the HIN systems;  

¶ Develop reports for the management of chronic conditions and preventive practices; 

framework for improving rates of reporting of Pay for Performance; and development of 

e-prescribing capabilities;  

¶ Develop decision support tools to assist in identifying patients who may be eligible for 

federal or State assistance programs; and 

¶ Be a focal point for the OMS Meaningful Use Program for education, outreach, and 

registration/attestation for EPs.    

 

A4e2. Veterans Administration EHR Capabilities 

 

The Veterans Administration (VA) has been using an EHR in VA clinical facilities since 1985.  

The VA uses an enterprise-wide information system called VistA, the Veterans Health 

Information Systems and Technology Architecture, as their EHR system which is installed and in 

use in all VA facilities in the United States.  

 

VistA is a complete EHR that supports both Medical practices (including eligible providers) and 

inpatient care.  VistA includes several common EHR capabilities including computerized 

physician order entry (CPOE), bar code medication administration, e-prescribing, and clinical 

guidelines. The VA uses VistA as the primary source of health information for veterans; no 

paper records are used in VA clinical facilities. The EHR data in VistA is stored at a regional 

level; all regional databases are connected nationally to allow any VA clinical facility to access 

any veteranôs EHR. VistA is not a commercial product and is available as open source software 

directly from the VA website.  

 

Maine has fifteen VA clinical facilities which includes one VA hospital and fourteen outpatient 

clinics and veterans centers throughout the State, of which only nine clinics provide direct 

patient care.  As of 2014, Maineôs VA Health System is a contracted participant with Maineôs 

Health Information Exchange (HIE), HealthInfoNet (HIN). Via HINôs participation in the 

national eHealth Exchange network operated by Healtheway, bidirectional data exchange 

between the VAôs national platform known as ñVLERò and HIN is made possible. The VA also 

has begun to implement their ability to authorize staff access to HINôs HIE Clinical Portal to 

view medical information for Veterans who receive care in the private health care sector. With 

this ñviewò access, authorized VA clinicians are able to obtain important medical information 

from non-VA facilities to support clinical decision making and care coordination. All of Maineôs 

VA facilities, including eight Community Based Outreach Clinics, three outreach centers, and 

the Togus Medical Center will be given access to the HIE Clinical Portal in 2015. 

 

A4e3. Department of Corrections EHR Capabilities 

 

The Department of Corrections (DOC) is currently pursuing the acquisition of an EHR system to 

manage the health information of individuals in the Stateôs correctional institutions. Correctional 

Medical Services manages the care provided to inmates in correctional facilities and they 

currently do not have an EHR system. The Corrections Information System (CORIS) manages 

all information on adults and juveniles in correctional institutions or the community, but does not 
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contain any health information. MaineCare will have to coordinate with the Department of 

Corrections once they adopt and implement EHR technology to understand how offender health 

information can be shared in a statewide HIE to allow for individuals to access their records prior 

to entering the corrections system and after being released from the corrections system.  

 

A4e4. Indian Health Center EHR Capabilities 

 

Maine has five Indian Health Services clinical facilities all of which use the Indian Health 

Services ï Resource and Patient Management System. All facilities are using a wide variety of 

capabilities within their EHR including CPOE, clinical guidelines, chronic care plans, condition 

specific reminders, active medication lists, and active allergy lists.   

 

The Penobscot Nation Health Departmentôs EHR is exchanging information with providers 

outside the system, hospitals in the system, the State immunization registry, and the Maine CDC.   

All of the Indian Health Center clinical facilities in Maine have an electronic practice 

management (EPM) system implemented.  

 

Currently there are sixteen EPs from the Indian Health Centers participating in the OMS 

Meaningful Use Program with six of these provider having met Stage 1. The MU Program 

regularly communicates with the tribes to provide education and outreach for this population.   

 

A4e5. Broadband Technology Opportunity Program (ConnectME Authority) 

 

In recognition of the critical importance of modern technology for education, health care, and 

business success in Maine, the Legislature created the ConnectME Authority (Authority) in 2006 

as an independent State agency, to develop and implement a broadband strategy for Maine.  

The goal of the Authority is to facilitate universal availability of high-speed internet service 

(broadband) by providing a ñpipeò where there is no pipe or in some cases, a bigger ñpipeò 

which provides higher-speed broadband, and to increase the ñtake rateò (adoption) to greater than 

the national average. Increasing broadband access and take rates is critical to Maineôs economy, 

tele-health, distance learning and education. 

The Authority increases access and take rates through its efforts to identify areas that do not have 

broadband access; selecting projects for broadband expansion; funding and administering the 

projects; providing oversight and assistance for the projects; and adhere to the Authorityôs 

commitment to avoid duplication and encourage cooperative efforts.  From 2007 through 2014, 

the Authority has awarded 122 grants totaling nearly $10 million through a process that solicits, 

scores, and awards bids from public-private partnerships. 

The success of the ConnectME initiatives is done with much collaboration with other Maine 

State agencies, federal partners, municipalities, and public and private stakeholders.  For 

example, the Department of Economic and Community Development held ten 

educational  forums for small business owners on the benefits of broadband; the Department of 

Education led the Technical Assistance project; the Stateôs Health Information Technology 

(HIT) efforts with several State agencies provide federal funding for hospitals and health care 

providers to use electronic health records to improve health quality and outcomes and 

efficiencies; University of Maine communications and network services project have improved 

broadband education opportunities; the federal Agricultural Act of 2014 provides loans and loan 
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guarantee programs for improvement or  acquisitions of internet facilities for rural communities; 

and the FirstNet funding opportunity which was recently awarded $1 million three-year federal 

grant for a dedicated Maine public safety broadband network as part of the National Public 

Safety Broadband Network.  

 

Over the past four years, the ConnectME Authority has completed: 

¶ An inter-active on-line Mapping and Inventory project which among other results, now 

enables citizens and businesses to enter a street address which instantaneously tells them 

whether internet service is available; the speed of internet services; and which vendors 

serve that area; 

¶ A Planning Project benchmarking the benefits and the drivers of internet with a particular 

focus on the use of tele-health to improve quality and health outcomes and cost 

efficiency;    

¶ A Capacity Building Project to increase the benefits and use of broadband by businesses, 

residents and local support organizations which resulted in a detailed and thorough report 

and recommendations; and 

¶ Technical Assistance Project, which was an adult education effort for Maine citizens 

conducted through community presentations, workshops and coursework making 21st 

century skills available to all. 

 

Under a cooperative agreement with the Meaningful Use Program, the ConnectME Authority 

conducted a healthcare provider survey which included questions about EHR use and access to 

broadband internet access for tele-health and other purposes.  

 

A4e6. Tele-Health  

 

Tele-health refers to the use of electronic communication by a health care provider to deliver 

clinical services at a distance for the purpose of diagnosis, disease monitoring, or treatment, 

either by telephone or combined video/audio.  Tele-health can be particularly useful in a rural 

state like Maine where some health care services are distantly located from the community and 

where workforce challenges frequently limit access to many services, including, but not limited 

to, specialty services. This is especially true with time sensitive diagnoses ï for example acute 

stroke ï in which treatment windows are very short, and specialty providers are critical to the 

chain of survival and recovery.  It is also acutely true for services such as child psychiatry, where 

there are only a few health care professionals providing in these specialized services.  

 

Tele-home-health services allows citizens to remain home and receive enhanced self-care, 

medication management, and chronic disease management, therefore improving health and 

reducing re-hospitalization rates.  These services not only benefit home based citizens, but also 

result in higher quality, better outcomes, and reduced costs of transportation and higher cost 

services.   

 

In some ways, the MaineCare program is more flexible than Medicare with respect to 

telemedicine. There are no specifications about eligible locations or facilities for the originating 

site, and all providers already approved to deliver MaineCare reimbursement for services and 

eligible to do so by telemedicine. However, the quality assurance responsibilities of the 
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MaineCare administration leads them to mandate a detailed justification for service delivery by 

telemedicine, formal informed consent procedures, and a documented plan for assessment of 

patient satisfaction and outcomes.   

 

MaineCare is in the process of updating its tele-health rules to allow additional services to be 

performed using this flexible, cost-effective, and high quality method.  The Department expects 

to publish the proposed rule in early summer 2015.   

 

For more information on Maineôs telemedicine policies and activities please see the Maine 

Telemedicine Reimbursement Guide.  

 

A4f. Federal Law:  HIPAA2: 5010 / ICD-10 

 

The International Classification of Diseases (ICD) is the international standard diagnostic 

classification for general epidemiological, health management, and clinical use.  As part of 

HIPAA Administrative Simplification, the United States HHS mandated that all health care 

entities upgrade diagnosis (ICD-9-CM) and inpatient procedure codes (ICD-9-PCS) to ICD-10-

CM and ICD-10-PCS, respectively. The ICD-10 code set is a full replacement of the ICD-9 code 

set that will provide additional granularity for diagnosis and procedure codes. 

 

The anticipated benefits for Medicaid plans include more efficient operations, more accurate 

claim payments, better disease management, and improved fraud and abuse detection. If changes 

are properly implemented, that may mean lower program costs and better service and care for 

Medicaid beneficiaries. Although the compliance dates are three years away, the magnitude of 

these changes requires that MaineCare begin assessing the impact of the changes on their 

technology, business processes, and staff. Action is needed now to allow adequate time for 

developing project plans and budgets and designing, testing, and implementing the necessary 

changes.  

 

MaineCare continues to plan implementation of ICD-10 in accordance with CMS requirements, 

has currently implemented the transition from ICD-9 to ICD-10 on October 1, 2015.   

 

A4g. Medicaid Information  Technology Architecture (MITA)  

 

Maineôs Meaningful Use Program is based in part on CMSôs Medicaid Information Technology 

Architecture (MITA) and Maineôs MITA State Self-Assessment (SS-A). MITA provides states 

with a framework to plan technology investments to design, develop, enhance and install 

Medicaid Management Information Systems (MMIS). The MITA SS-A provides a model to 

assess a stateôs current capabilities for measuring progress toward its desired future state.  MITA 

fosters the integration of business and Information Technology transformation to improve the 

administration of Medicaid programs.  

 

The objectives of Maineôs MU Program are aligned with MITA in that both focus on developing 

reusable services that can be shared across multiple programs. Both aim to improve the quality of 

http://netrc.org/wp-content/uploads/2015/05/NETRC-Telemedicine-Reimbursement-Guide-Maine.pdf
http://netrc.org/wp-content/uploads/2015/05/NETRC-Telemedicine-Reimbursement-Guide-Maine.pdf
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care by supporting the integration of disparate information systems for interoperability, 

integration, open architecture, and coordination with partners to integrate health outcomes.
22

  

 

 

A4g1. MITA State Self-Assessment (SS-A)  

 

Maineôs 2011 SMHP ñAs-Isò assessment was conducted in 2010.
23

  At that time, MaineCare was 

replacing its prior MMIS, called MeCMS, with a new MMIS, the Maine Integrated Health 

Management Solution (MIHMS). The SS-A focused on the anticipated MIHMS implementation 

and the corresponding MaineCare business processes.  

 

The SS-A resulted in the following: 

 

¶ A benchmark for MaineCare to assess additional functionality needed to meet 

outstanding Federal and State initiatives; and   

¶ A process to identify critical functional gaps efficiently based on what the current 

environment can or cannot support. 

 

A4g2. Maineôs High-level Findings--Business Assessment 

 

Maineôs MITA SS-A determined that Maineôs business processes were already aligned with 

MITA through the system design and development phase.
24

  MaineCareôs SS-A resulted in 

defining the organizationôs business needs using State-specific requirements, industry best 

practices, and MITA-defined capabilities. Many of the individual business process were 

determined to be functioning at a capability level of three (3) which was the highest level that 

could be attained at the time.  

 

The information in the MITA SS-A helped inform the requirements and design of the MU 

Program including the following business areas: 

 

Á Business Relationship Management 

Á Operations Management 

Á Program Management 

Á Program Integrity Management 

Á Provider Management 

 

A4g3. Maineôs High-level Findings ï Technical Assessment 

 

                                                 
22

 See appendix A-4 for a table that displays the alignment of MITA vision, goals, and objectives with the vision, 

goals, and objectives of Maineôs M U Program. 
23

 The information Section A4g is based upon Maineôs MITA Self-Assessment (SS-A) which was completed in 

2010 and which had been incorporated into Maine 2011 SMHP. It is retained in this 2015 version of the SMHP as 

many parts of the SS-A are still relevant to Maineôs MU Program. 
24

 See Appendix A-5 for a table summarizing the MITA Business Assessment including the MITA Business Area, 

the capability maturity model level, and high level findings. 
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Maineôs MITA SS-A included interviews with MaineCare Technical Subject Matter Experts 

(SME) who provided an understanding of the technical capabilities of MIHMS and helped to 

build the following Technical Capabilities Matrix: 

 

MITA Technical 

Area 

High-level findings 

Business-enabling 

services/Decision 

Support 

A workflow process is included in the MIHMS solution 

Claims Management is an example of the successful 

incorporation of BRM 

There is no Foreign Language support 

A Decision Support System / Data Warehouse (DSS/DW) is 

used 

Ad-Hoc reporting capability exists 

Data Mining was not used in MIHMS at the time of the SS-A.  

It is currently being used. 

Manual statistical analysis was performed by the Muskie 

Institute at the time of the SS-A.  Currently, both Muskie 

Institute and DHHS perform statistical analyses.  

There are no Neural Network Tools employed in MIHMS 

Access channels Providers and Members have access to information via the web 

portals 

Browser and Integrate Voice Responder (IVR) are access 

points to the system 

Interoperability 

channels 

MIHMS does not use Service Oriented Architecture (SOA); no 

service structuring and/or invocation of services in MIHMS  

An Enterprise Service Bus approach is not being employed in 

the MIHMS  

No orchestration and/or composition is being used in the 

MIHMS  

Data exchanged with external interfaces uses MITA standards 

and formats 

Data management 

and data sharing 

The capability exists to monitor all incoming information from 

all interfaces 

 While there are no Electronic Health Records inputs to 

MIHMS, the Stateôs MU Program creates the vehicle for EP 

and EH Meaningful Use reports to be shared with the State  

Performance 

measurement 

Performance measures are primarily systems focused 

At the time of the SS-A, the capability existed to generate 

performance dashboards; currently dashboards are generated.   

Security and Privacy At the time of the SS-A, Public Key Infrastructure, 

authentication devices, and access restriction going down to 

the data element level functions were not in use.  Currently 

they are in use through the system.    
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MITA Technical 

Area 

High-level findings 

Adaptability and 

extensibility 

MIHMS uses rules engine functionality 

Coding changes may be necessary if changes are being made 

to the base system 

MIHMS supports XML and a number of other platforms  

 

 Summary of MITA Findings  

 

¶ The objectives of Maineôs MU Program are aligned with MITA in that both focus on 
developing reusable services that can be shared across multiple programs. 

 

¶ Both aim to improve the quality of care by supporting the integration of disparate 

information systems for interoperability, integration, open architecture, and coordination 

with partners.  

 

¶ Both strive to improve the quality and efficiency of health care delivery and population 

health. 

 

¶ Results of the MITA SS-A provided information about the business processes and 

technical assets to be used to manage, administer, and oversee Maineôs MU Program. 

 

 

A4g4. MITA 3.0 SS-A Intent  

 

It is the intent of MaineCare to conduct a MITA 3.0 State Self-Assessment (SS-A) within the 

2016 calendar year to enhance, further, and align the state's programmatic efforts to aid in the 

Medicaid systems integration. Since Maine's 2010 MITA 2.01 SS-A there have been several 

federal updates to the regulations that govern the Medicaid Program. MaineCare would like to 

align both the current and future systems implementation and development for adherence to the 

MITA Seven Conditions and Standards (7C&S) to ensure that development efforts achieve the 

highest maturity and capability levels possible. The ultimate product of this SS-A will define 

Maine's "To-be" state and develop a new roadmap for the 5-10 year plan for input into future 

versions of the SMHP and IAPD submissions to CMS for enhanced federal funding.   

Until this effort is completed MaineCare will focus on accomplishments from the MITA 2.01 

SS-A and provide a high-level vision for programmatic alignment and current systems 

integration efforts through alignment of the DHHS Strategic plan, Office of MaineCare strategic 

plan, SIM grant, and how the state intends to reach the overarching goals of meeting the Institute 

for Healthcare Improvementôs Triple Aim framework and Value Based Purchasing initiatives. 

These efforts are discussed in further detail in Section E beginning on page 183.
25

 

  

                                                 
25
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SECTION B ï HIT ñTO BEò LANDSCAPE  

 

This section is the ñTo-Beò Landscape of the MaineCare HIT program.
26

   It is divided into two 

parts:   

 

Part          Description    

1. Vision: HIT and 

Meaningful Use 

a. HIT and Meaningful Use Visions  

b. EHR Incentives Program Basis 

c. EHRIP Integration to SIM Funded Health 

Homes 

d. EHRIP Integration in SIM Funded 

Accountable Care Communities 

e. EHRIP-HIE SIM Enabled and Funded 

Integration 

I. 2. 2020 Five Year Plan  a. Governance  

b. Privacy and Security  

c. Communication, Education, Outreach  

d. HIT Initiative Coordination 

e. Infrastructure and Systems  

 

Section B. Part 1.  Vision: HIT and Meaningful Use  

 

B1a. HIT and Meaningful Use Visions 

 

Health information technology is a cornerstone to Maineôs healthcare transformation plan as 

articulated in the State Innovation Model plan, that was developed through a multi-stakeholder 

process. Maine spent a considerable amount of time developing its vision to align with the 

national vision of the IHI Triple Aim and the stateôs movement toward Value Based Purchasing.  

This SMHP builds on that process through the incorporation of the EHR Incentiveôs Program 

and the implementation of CEHRT and the integration of these program efforts into the overall 

goals and objectives of the statewide HIT initiatives established under the Centers for Medicare 

and Medicaid Innovation (CMMI) funded State Innovation Model (SIM) testing grant. Due to 

the high level of integration with the Meaningful Use Program and various stakeholders involved 

through the SIM grant initiative Maine has requested a State Self-Assessment under the MITA 

3.0 framework as an opportunity to discuss further systems enhancements and integrations 

within the scope of the Medicaid program. The following are summaries of efforts that are being 

undertaken to help achieve the statewide HIT visions as they pertain to the EHR Incentives 

Meaningful Use Program and itsô relation to CMMI funded SIM activities, as well as the 

continuation of administrative and operational activities solely for the Meaningful Use Program 

as funded through HITECH. For more information on stakeholder strategic planning goals and 

objectives, Value Based Purchasing initiatives, or the IHI Triple Aim and the SIM development 

please refer to Section E beginning on page 183.
27

  

 

                                                 
26

 See Appendix B-1 for CMS questions posed to states to answer in their SMHP document.  
27

 Hyperlinked Crosswalk.  
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B1b. EHR Incentives program Basis: HITECH Act  

 

The Health Information Technology for Economic and Clinical Health (HITECH) Act, enacted 

as part of the American Recovery and Reinvestment Act of 2009, provided the framework for 

improving health information technology.  The structure of the programs established by the 

HITECH Act recognizes a federal/state partnership to build the HIT vision to have:
 28

  

 

ñA Nation in which the health and well-being of individuals and communities are improved by 

health information technology.ò 

 

 

The State of Maine strives to continually improve the health of its residents.  The State has 

aligned its strategic HIT vision and goals with those expressed in the HITECH Act and the CMS 

Medicaid Meaningful Use Programs by adopting a vision anchored in providing or facilitating a 

system of person-centered, integrated, efficient, and evidence-based health care delivery for all 

Maine citizens:
29

   

 

 

ñPreserving and improving the health of Maine people requires a transformed patient 

centered health system that uses highly secure, integrated electronic health information 

systems to advance access, safety, quality, and cost efficiency in the care of individual 

patients and populations.ò 

 

 

Recognizing these essential building blocks as a foundation for its vision to improve the use of 

HIT to have all Eligible Professionals and Eligible Hospitals achieve Meaningful Use, the 

MaineCare Program adopted the following vision:  

 

ñA Medicaid Meaningful Use Program that leads Maineôs efforts for providers to achieve 

ñMeaningful Useò and is truly integrated into the emerging initiatives designed to achieve the 

Triple Aim and provide truly integrated, efficient, secure, and high quality health care to 

MaineCare Members to improve health outcomes.ò  

 

B1c. EHRIP Integration to SIM Funded Health Homes 

 

In 2013, building off the Maine multi-payer Patient Centered Medical Home model, the 

Department provides monthly reimbursement to primary care practices to support MaineCare 

members with chronic conditions through outreach, preventive health, care coordination, patient 

and family engagement. The Health Homes Stage A initiative also enables Community Care 

Teams across the state to partner with these Health Home practices to provide intensive care 

                                                 
28

 See CMS Health IT site at http://www.healthit.gov/policy-researchers-implementers/faqs/how-does-information-

exchange-support-goals-hitech-act 
29

 See Maine Office of the State Coordinator for HIT October 2010 approved State HIT Plan and the MaineCare 

SMHP and IAPD and IAPD-U documents available at: www.maine.gov/dhhs/oms/hit/index.html under the Maineôs 

approved SMHP and IAPD file. 

http://www.maine.gov/dhhs/oms/hit/index.html
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management and community supports to the highest need patients at the practices. Please click 

on the document below for the Stage A Health Home Year 1 Report
30

:  

 

HHReport_Yr1_Stag

e A_FINAL (2).pdf
 

 

In spring 2014, Stage B Behavioral Health Homes (for individuals with serious mental illness or 

serious emotional disturbance) was implemented. Practices that apply and qualify are eligible to 

participate in both Stage A and Stage B Health Homes. Behavioral Health Homes are an 

important component of Maine's Value Based Purchasing strategy (detailed on page 185)
31

, a 

multi-pronged MaineCare initiative designed to improve the healthcare system, improve 

population health, and reduce cost. Behavioral Health Homes are a partnership between a 

licensed community mental health provider (the "Behavioral Health Home Organization" or 

BHHO) and one or more primary care or Health Home practices to manage the physical and 

behavioral health needs of eligible adults and children. Both organizations receive a per member, 

per month (PMPM) payment for Health Home services provided to enrolled members. 

Behavioral Health Homes build on the existing care coordination and behavioral health expertise 

of community mental health providers.  Maine realizes the majority of behavioral health 

providers are ineligible for participation in the CMS Meaningful Use program, through the 

incorporation of program eligible primary care providers into the CMMI funded SIM BHHO 

(detailed on page 223)
32

 structure these ineligible behavioral health providers will have access to 

and the ability to collect information coming from the Meaningful Use Program for better care 

coordination and overall statewide HIT integration. As seen in the figure below HRSA Funded 

FQHC facilities are also incorporated into the Health Home model for the same purpose.  

                                                 
30

 Document is embedded 
31

 Hyperlinked Cross-reference 
32
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Figure 9 - Maine's Health Home Movement 

 

B1d. EHRIP Integration in SIM Funded Accountable Care Communities  

 

Through Accountable Communities, MaineCare is engaging in shared savings arrangements with 

provider organizations that, as a group, coordinate and/or deliver care to a specified patient 

population.  Accountable Communities that demonstrate cost savings, as well as the achievement 

of quality of care standards, share in savings generated under the model. This initiative is 

currently offered statewide as a Medicaid State Plan option. 

Accountable Communities will achieve the triple aim of better care for individuals, better 

population health, and lower cost through four overarching strategies: 

 

ÅShared savings based on quality performance- Accountable Communities will benefit 

from a Value-Based Purchasing strategy that supports more integrated and coordinated 

systems of care. 

ÅPractice-level transformation- Accountable Communities will align with and build on 

the principles of Maine's multi-payer Patient-Centered Medical Home (PCMH) Pilot and 

MaineCare Health Homes Initiatives.  

ÅCoordination across the continuum of care- Accountable Communities will ensure the 

coordination of primary, acute, and behavioral health care, as well as long-term services 

and supports.  This includes leveraging the Maine Department of Health and Human 

Services' existing investment in care coordination for members with chronic conditions, 

behavioral health needs, and long term services and supports needs. 
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ÅCommunity-led innovation- Local health care needs, resources, and solutions will drive 

Maine's Accountable Communities.  While each Accountable Community will meet 

baseline criteria, report on core quality measures, and be responsible for the cost of a set 

of core services, they will also be encouraged and afforded flexibility to structure services 

and solutions that fit locally-identified priorities and context.  

ÅIntegration of the MaineCare Meaningful Use Program to Leverage Opportunities and 

Improve Health Outcomes. 

 

B1e. EHRIP-HIE SIM Enabled and Funded Integration 

 

B1e1. SIM MaineCare Notification Project /Emergency Room and Inpatient 

Notifications 

 

Currently in 2015, MaineCare Care Managers receive Emergency Department (ED) and inpatient 

discharge summary reports for their members from the treating hospital via fax as requested. 

HealthInfoNet (HIN) is automating this process between the hospitals and MaineCare, on the 

hospitals behalf, using the Health Information Exchange. HIN is providing MaineCare Care 

Managers real-time electronic "notifications" using secure email of these events of care. 

Additional functionalities are being built to assure that this new electronic process creates  a 

more efficient workflow for both the hospital and MaineCare staff while supporting MaineCare 

member's best possible care. 

 

B1e2. SIM HIE Behavioral Health Home HIT Reimbursement Grant 

 

In May of 2014 the Behavioral Health Information Technology Reimbursement Initiative was 

launched with the initial 20 BH organizations from across the state of Maine. HealthInfoNet 

(HIN) uses SIM funding to support behavioral health organizations with reimbursements towards 

improving Electronic Health Records technology and participation in health information 

exchange (HIE). HIN is also supporting behavioral health organizations in their measurement of 

quality of care using their interoperable data. The goal is to add up to 20 new behavioral health 

organizations to HIN's HIE by 2016. Of the participating organizations all regions of the state are 

represented: South, East/North, and Central/West. Approximately 90,000 patients are served 

annually by the participating organizations. Milestone payments were paid out by the end of the 

3rd quarter, September 30th, 2015, in the total amount of $590,000. The initiative holds required 

monthly webinarôs and weekly technical calls to provide milestone information and education 

towards achieving the milestones. 

 

B1e3. SIM Behavioral Health Home HIE Integration 

 

HealthInfoNet aims to connect all twenty Behavioral Health organization's medical records 

systems to begin to collect data to incorporate into the current HIE which has been limited to 

non-behavioral health data. HIN has seven active BH HIE connections in place. The first BH 

EHR vendor completed bidirectional HIE testing and completed production validation in the 2nd 

quarter of year 2 to go-live with BH data sharing for the first time in Maine. As the sites 

participating in the Reimbursement Initiative are connected and begin to share data via a 
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bidirectional VPN connection, the accountability targets of 15 BHH connected to the HIE will be 

accomplished in SIM test year 2. 

As of FY15 Q3, in supporting the work of BHH organizations connecting to the HIE, MaineCare 

has reported that they are in the process of providing quality data to BHH organizations that will 

be accessible through the provider portal. They have also begun to work on a BH workforce 

development sustainability plan and a series of internet modules aimed at helping BH providers 

engaged in the work. 

 

B1e4. SIM MaineCare Clinical Dashboard 

 

HealthInfoNet (HIN) has developed and will provide a "Clinical Dashboard" to MaineCare using 

their member's information available in the Health Information Exchange (HIE). The goal is to 

make predictive scores, using HIE clinical data, available to MaineCare as a payer to support 

program and policy development related to population health efforts.  

 

As of FY15Q3, HIN has delivered the initially scoped dashboard tool to MaineCare, which has 

begun the process of training staff and providing feedback. When the dashboard is completed it 

will combine current real-time clinical HIE data with MaineCareôs claims data. This tool is 

currently in the testing phases and is the first test of Maineôs HIE to support a payer using 

clinical electronic health record data. 

 

 
 Figure 10 - MaineCare Dashboard Project 

 

B1e5. SIM HIE Patient Portal Pilot 

 

HealthInfoNet partnered with one Health Information Exchange (HIE) health care organization 

(Eastern Maine Healthcare Systems) to provide their patients with access to their statewide 

Health Information Exchange (HIE) record for a 6-month period in 2015. The pilot site 

connected their current "Patient Portal" to the HIE to allow patients to download a medical 

Analytics Methods 

Applied:  

¶ Predictive 

Analytics 

¶ Descriptive 

Analytics 
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record summary document from the HIE known as the "Continuity of Care Document" (CCD). 

Final results of the pilot are being reviewed by Eastern Maine Healthcare and HIN to determine 

next steps. 

 

Section B. Part 2. 2021 Five Year Plan  

 

To help realize its Medicaid HIT vision, MaineCare has developed a ñTo-Beò Landscape which 

includes the following Parts:  1. Governance; 2. Privacy and Security; 3. Communication, 

Education, and Outreach; 4. HIT Initiative Coordination; and 5. Infrastructure and Systems. 

 

B2a. Governance 

 

Goal  

The Medicaid HIT Program will operate under a governance structure that is 

collaborative, integrated, and coordinated with DHHS health information 

technology initiatives with the Office of MaineCare Services.   

Activities to Accomplish Goal 

For the period through 2020, the MaineCare HIT Program will be housed 

within the Office of MaineCare Services within the Department of Health and 

Human Services 

 

In 2011 a key component of the OMS HIT Program planning was to establish a governance 

structure that would also support the development of the Statewide Office of the State 

Coordinator HIT Strategic and Operational Plans and other HIT initiatives. Since that time the 

nature of the relationship has been redefined and the OSC and MaineCare MU Program have 

been joined with MaineCare maintaining focus on Meaningful Use Projects and the OSC 

working to bring about coordination on focus on non-MU projects.   

Given that the overall structure of HIT planning has changed since 2011 due the incorporation of 

Meaningful Use into the SIM program, the Meaningful Use Program is overseen by the Deputy 

Director of MaineCare and is incorporated into the following SIM leadership, steering, and 

subcommittees which drive the overall vision and advancement of HIT initiatives as defined by 

the statewide SIM initiative, for further details on how the MU Program is incorporated into the 

SIM governance structure please refer to Section E page 210.
33
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Figure 11 - SIM Governance Structure 

 

For the purpose of day to day programmatic operations of the MU program the Deputy Director 

of OMS reports to DHHS Commissioner who in turn reports directly to the Governor. The 

technical systems needed to implement the OMS HIT program are being designed and 

implemented by the Stateôs OIT Office.  Maine recognizes that the technical system design and 

development must run in concert with the program and policy development.  Important 

coordination is accomplished through this integrated organizational framework design.  

 

 
Figure 12- State of Maine HIT Structure  
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Figure 13 - OMS HIT Team/ Structure 

 

 

As depicted in the charts, the OMS HIT Program Team is led by the Deputy Director of OMS 

and a fulltime contracted team of HIT specialists. Team membership also includes part-time 

permanent Department managers and professionals.  The team also consists of full-time OIT 

staff who design, develop, test and implement the technology necessary to operate the HIT 

program. 

 

The Deputy Director oversees the program and operations of the OMS HIT program.  The MU 

Operations Manager coordinates and conducts outreach efforts for provider training, escalating 

issues to CMS for response and guidance, budget and plan program activities, submits quarterly 

and annual reports to CMS, responds to provider inquiries regarding the EHR Incentive Program, 

reviews and determines eligibility for the program, analyzes and processes EHR incentive 

payment requests, track appeals and auditing activities. Business analyst will have primary 

responsibilities for updates to the SMHP and IAPD. 

 

The OMS HIT MU Program operates under a work-plan framework that was developed during 

the SMHP planning process. The work plan guides weekly HIT management team meetings with 

the Deputy Director of MaineCare Services, Program Operations, Office of Information 

Technology and includes representatives from finance and audit, as needed, to discuss the status 

of projects and ground level issues that need coordination for day-to-day program operations.  

 

B2b. Privacy and Security  
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One of the most significant challenges facing HIT initiatives today is addressing the privacy and 

confidentiality issues raised by the public. The HITECH Act requires more stringent and greatly 

enhanced privacy and security of patient health information. It strengthens the Health Insurance 

Portability and Accountability Act of 1996 (HIPAA) by adding new requirements for privacy 

and security for health information and directly affects more entities, businesses and individuals 

in more diverse ways.  

 

The underlying HIPAA law layered with the new HITECH Act requirements, require states to 

conduct a complete inventory of existing privacy and security plans and to make systems and 

practice improvements which are especially critical to HIT use.  Maine viewed privacy and 

security practices at three levels:  

 

 I.  Personal health information that is currently collected electronically and via paper based 

methods represents an individualôs medical history. This must be the most restrictive in 

terms of access and security and privacy controls. The consumer/individual must have 

ultimate control over the use and access of this information. 

 

 II.  General health information that is found in medical records and is shared among 

providers. Security and privacy controls must be in place for general medical record 

information that is controlled by providers. Use of this data should be used for decision-

making purposes and so providers can better coordinate care. Since personally 

identifiable information is still linked to this data, Members must have the choice about 

what information is shared and who has access to it. 

 

 III.  Population health information that is collected and exchanged via an HIE. Other agencies 

will have access to this information for trending and analysis of general population health.  

Personally identifiable information is not tied to this data yet privacy and security are still 

important.   

 

After inventorying and reviewing privacy and security standards and requirements, MaineCare 

developed the following vision, goal and activities to support its initiative: 

 

Vision  

MaineCare will build public trust and enhance participation in HIT and 

electronic exchange of protected health information by incorporating privacy 

and security solutions and appropriate legislation, regulations, and processes in 

every phase of its development, adoption and use. 

Goal  

By 2019, MaineCare will facilitate electronic exchange, access, and use of 

electronic protected health information, while maintaining the privacy and 

security of patient, provider and clearinghouse health information through the 

advancement of privacy and security legislation, policies, principles, 

procedures and protections for protected health information that is created, 

maintained, received or transmitted. 

Activities to Accomplish Goal 
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¶ The State will continue to work with stakeholders to perform a 

feasibility study of how to integrate Part 2 data in the exchange of 

health information.   

¶ Continued outreach and education will be performed to demonstrate 

to patients and providers the benefits of HIT and the appropriate 

exchange of data.   

¶ Additional legislation, as needed, will be introduced to further the 

privacy and security of data. 

¶ The Department, through its Director of Privacy and Security, will 

continue and will improve the implementation and continued 

adherence to HIPAA and other privacy and security laws, through its 

regularly scheduled privacy meetings and updates to security laws. 

 

MaineCare has worked diligently in this area and will continue its work for the duration of the 

program. The OSC formed a Legal Working Group (LWG) in 2009 to address the legal and 

policy domain requirements in the State HIT and Medicaid HIT Program Plans. The LWG had 

representatives from the National Association of Mental Illness of Maine (NAMI-ME), HIV 

providers and advocates, the Maine Hospital Association, the Maine Medical Association, Maine 

Family Planning, the Attorney Generalôs Office, HealthInfoNet, the Maine Civil Liberties Union, 

private health attorneys, and the Program Manager of the OMS HIT Program.  The LWG 

analyzed Maine and other stateôs laws; policies and procedures that enable and foster 

information exchange within and outside the State; the use of existing or new trust agreements 

among parties that enable secure flow of information; and how the State addresses issues of non-

compliance with Federal and State HIT laws and policies.  

 

The LWG met for six months in 2009 and produced a draft report for the Legislature who 

recommended that the LWG continue its efforts and report back with proposed legislation.  

Throughout most of 2010 the LWG worked to draft a report to the Maine legislature which 

includes draft statutory language to improve Maine laws.   

 

Currently the protection of health information is handled through the DHHS Director of 

Healthcare Privacy who serves as our Departmentôs Privacy Officer, and our offices have 

Privacy and Security Officials or Privacy Liaisons who work to follow state and federal 

healthcare privacy laws, including the Health Insurance Portability and Accountability Act of 

1996, or HIPAA. HIPAA does not apply to all of Maineôs offices or programs, but when it does, 

we assure that all requirements are met. There are steep penalties for failing to comply with the 

law. Even if an office does not fall under HIPAA, the Department still strives to implement 

reasonable safeguards to protect the information of the individuals we serve. 

The Department implements and updates confidentiality policies, procedures, training and forms 

that the law requires for us to keep health information protected, whether that information is part 

of a conversation, in a paper chart, or part of an electronic record.  Only the minimum health 

information necessary to conduct business is to be used or shared. Additionally, we only enter 

into agreements with other organizations to help us with our business processes if they agree to 

safeguard the information as the law requires. 

Maine DDHS will also investigate any possible breach of patient or client data that happens at a 

Department office or with one of our vendors or business associates. If an actual breach occurs, 
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the Department will contact individuals whose information is at risk, and report the breach to 

government regulators. 

 

B2c. Communication, Education and Outreach 

 

The HITECH Act is envisions a health care system where individuals can exercise choices and 

make informed decisions about their health care providers and can allow providers to have 

access to a patientôs ñcompleteò medical record.  Decision makers have access to the right 

information at the right time and the health care delivery system is more efficient and affordable.   

Maine understands that transforming health care systems to achieve these objectives takes a lot 

of communication, education and outreach across the State. The topic of public engagement was 

discussed at length at the HIT visioning sessions where the vision, goals, and activities were 

developed:  

 

Vision  

MaineCare will aid in transforming the current health care delivery system into a 

high performing health information exchange system by establishing and 

implementing robust communication, education, and outreach plans to promote 

wide-spread EHR, Meaningful Use, and exchange among MaineCare providers 

and inform Members about the benefits of health information technology.  

 

Goal  

Continuing its work through 2021, MaineCare will have highly promoted the 

national and State HIT efforts to improve health outcomes through the use of 

electronic health information tools by developing and implementing 

comprehensive communication and training programs for State decision makers, 

staff, providers, citizens of Maine and stakeholders, and the promotion of 

exchange and sharing PHI where appropriate, to make informed health care 

decisions.     

Activities to Accomplish Goal 

¶ To date the Stateôs Meaningful Use Program conducted extensive 

communication strategies that assisted providers in understanding the 

HITECH Act, Meaningful Use requirements, and the benefits of HIT for 

the providers as well as the patients.  The methods employed included 

reference and links to the CMS HIT websites; in-person provider forums; 

webinars; conference calls; participation in provider organization events; 

written literature; and one-on-one discussions and site visits.  Groups 

involved with the communication have included the Stateôs REC (which 

is no longer active), Maine Quality Forum, Primary Care Association, 

Hospital and Provider Associations, consumer groups, Maineôs APCD, 

Maineôs State-wide HIE, and the like. 

¶ The State will continue outreach and training programs for DHHS 

decision makers, MaineCare management and State staff so that they may 

educate providers and Members about the benefits of HIT and provide 

Member education on HIT to empower them to effectively make 

decisions about their health information in an informed manner. 
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¶ In 2013, in cooperation with the Stateôs Broadband Agency, MaineCare 
conducted a Medicaid provider survey to update and build upon the late 

2010  baseline assessment of EHR use among providers.  The survey 

results are being used to conduct outreach and education on the goals, 

objectives, and benefits of EHR and Meaningful Use initiatives, and how 

to leverage other sources of funding available for HIT efforts.  

¶ Maine needs to continue its collaborative efforts among State agencies 

and stakeholder organizations to further promote the use of tele-health 

which is greatly needed given Maineôs rural nature and the aging 

populations.  To fully take advantage of tele-health and other emerging 

technologies, Maine must continue its efforts to provide a 

communications/broadband structure that provides access to high-speed 

internet services that are capable of providing home monitoring and the 

provision of mental and physical health services, needed for ñaging in 

placeò goals. 

 

The 2013 data from the annual National Ambulatory Medical Care Survey is encouraging: 

 

¶ Nearly 80% of office-based physicians used some type of electronic health record 

system, an increase of 60 percentage points since 2001 and nearly double the percent in 

2008 (42%), the year before the Health Information Technology and Economic and 

Clinical Health Act passed as part of the Recovery Act in 2009. 

¶ About half of office-based physicians surveyed said they use a system that qualifies as a 

ñbasic system,ò up from just 11% in 2006. 

¶ Almost 70% of office-based physicians noted their intent to participate in the EHR 

incentive program. 

 

As part of the ñAs-Isò 2013/2014 Assessment, MaineCare in collaboration with the ConnectMe 

Authority commissioned a series of surveys of providers, the comprehensive health care provider 

survey was designed to collect information on E H R use and for the first time, tele-health and 

high-speed broadband use and capabilities. The survey results were comparable to the data 

gathered from the 2013 National Survey citing that 79 percent of respondent health organizations 

exhibit heavy computer use (68% almost all of the time; 11% most of the day, almost every day). 

Only 1 percent indicated they had not used the computer at all in the previous week, and 2 

percent indicated that they had no computer at the practice location and that the availability of 

new online healthcare technologies, such as the HIE, electronic health records (EHRs), e-

prescribing, and telemedicine systems, are considered major drivers of high-capacity broadband 

connectivity among Maineôs healthcare organizations. 

 

On a parallel track, both data from the Maine ConnectMe Survey as well as data from the 2013 

national survey in the ONCôs 2014 Annual Report to Congress show similar barriers for 

interoperability and a lower priority around non-eligible providers under the EHRIP.  

MaineCareôs former 2011 visioning sessions with Members and advocates included privacy and 

security issues and the best means of educating the public about privacy and security safeguards 

and Maineôs data warehouse and exchange that had adopted opt-in/opt-out strategies for health 

information, particularly the practice of not exchanging or storing sensitive health information 

http://www.cdc.gov/nchs/data/databriefs/db143.pdf
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such as behavioral and mental health, substance abuse and HIV/AIDS records unless the patient 

specifically opted-in. This opt-in method has been incorporated into DHHS policy surrounding 

the privacy and security of confidential health information.  

 

Once Maine understood the barriers as perceived by the providers and the public MaineCare was 

able to develop an ñovercoming barriersò communications strategy.  For providers, in terms of 

costs, it means education about the incentive payment programs offered as part of the HITECH 

Act. For the public, it means education around privacy and security laws, systems, and the 

benefits of integrated care.   

   

Maineôs strategy for its SMHP is to leverage CMS and ONC guidance and education tools that 

provide a consistent and comprehensive framework for the HIT programs. MaineCare views the 

federal program information as being the foundation with Maine-specific information added to 

the foundation for those aspects of the HIT program that need to be dealt with at the state level.  

Relying on this approach will serve Maine well as it implements the SMHP because it will result 

in a program that is consistent with other state HIT programs where it needs to be, and yet  

recognizes the Maine-specific aspects of HIT initiatives.   

 

The State knows that it will take a variety of communication, education and outreach methods to 

get program information out to providers and hospitals.  As part of its planning activities 

MaineCare:  

 

¶ Developed an HIT webpage that is updated regularly, the site has links to the federal HIT 

program webpage and Maine-specific information such as power point presentations, fact 

sheets, frequently asked questions, other organization information, calendar of events, 

OMS contact information, and other postings. 

 

¶ The MaineCare MU program, developed a communication plan and outreach strategy to 

advance the use of EHR technology systems and to help qualified health care providers 

implement and meaningfully use health information technology including electronic 

health records. This strategy and plan will continue to be updated as MaineCareôs MU 

program moves forward.  

 

¶ MaineCareôs MU program has worked closely with independent providers as well as 
partnering with large health care systems to expand the use of health information 

technology to affiliated practices. MaineCareôs MU program has continued to move 

forward as Stage 2 was implemented; we are now putting in place the changes for the 

modified set of Stage 2 measures which will ultimately lead to reduced reporting burden, 

eliminate redundant and duplicative reporting, and to better align the objectives and 

measures of meaningful use with the Stage 3 requirements. 

 

¶ Participated in the Quality Counts webinars that discuss HIT topics such as the cultural of 

health care practices, workflow analysis, workflow redesign, vendor selection, 

implementation optimization, meaningful use, quality improvement and quality coaching.   
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¶ Led discussions with provider groups and associations about the barriers, benefits, public 

engagement, and opportunities for incentive payments.    

 

¶ Employed existing communication channels (such as MaineCareôs website and 
Newsletter, MaineCare Matters). 

 

MaineCare will continue these efforts for the duration of the HIT Incentive Payment Program.   

In addition, Maine agrees with the provisions of the HITECH Act and CMS rules and guidance 

stressing the importance of an integrated communications and education strategy.  Maine will 

use the comprehensive communication, outreach, and education tools developed by CMS and the 

ONC for states, providers, and the public.  There are several other initiatives in Maine related to 

health information technology.  The State believes that it is critical to coordinate and integrate 

communication strategies to take advantage of economies of scale, resources, and as important, 

to avoid fragmented programs that frankly, can be a barrier in and of itself, to health information 

technology.  Maineôs Communication, Education and Outreach activities are best described in 

the context of ñHIT Initiative Coordination.ò 

 

B2d. HIT Initiative Coordination  

 

MaineCare is committed to addressing the needs of underserved and vulnerable populations such 

as children, individuals with chronic conditions, Title IV-E foster children, individuals in long-

term care settings and the aged, blind and disabled.  To meet this commitment, MaineCare  

optimizes the coordination of HIT initiatives.  

The major coordination points are with the following partners: 

 

  

Office of the State 

Coordinator  

The OSC has been assimilated into the the DHHS 

organizational structure, the OSC efforts have 

been linked to the MaineCare HIT initiative to 

bring about coordination and focus with projects 

outside of MU to fit the MaineCare HIT initiative 

into the larger State-wide HIT plan. 

ConnectME Authority  MaineCare is coordinating with the ConnectME 

Authority, which is responsible for mapping and 

funding the development of broadband access   

across the state, to enable access to EHR and to 

share data in a secure manner.  

Maine CDC and the 

State of Vermont 

MaineCare is a partner with Maineôs CDC and 

Vermont on a newly awarded Childrenôs Health 

Insurance Plan Reauthorization Act (CHIPRA) 

grant that has a large HIT component. 

DHHS Initiatives   MaineCare is coordinating with other Federally 

supported initiatives such as ICD-10, rural Maine 

Tele-health, and Health Care Reform initiatives.   
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HealthInfoNet MaineCare participates in a variety of SIM 

enabled program and integration activities and 

data analytic efforts. Including Health Home 

initiatives and the implementation of the 

MaineCare Clinical Dashboard.  

Patient Centered 

Medical Home Project  

MaineCare participates in a State-wide Patient 

Centered Medical Home project which has 

adopted HIT goals and activities.   

Partnerships MaineCare aligns and coordinates its quality 

measures and programs with Maine Quality 

Counts and the Maine Quality Forum; and views 

CMS a critical partner in a successful HIT efforts.   

 

In Maine HIT Initiatives share governance structures (including people who are on the steering 

committee of the various initiatives), stakeholder relationships, legal and contractual agreements 

and communication efforts. For example, the OMS HIT Program and the CHIPRA Quality 

Measurement activities have aligned four CHIPRA core measures with Meaningful Use 

measures. A complete list of HIT-related grants, including a description of the grant product and 

how it supports the adoption of EHR technologies, may be found in the ñAs-Isò Assessment 

section of the SMHP and the Implementation Advanced Planning Document (IAPD). To support 

and further this coordination, MaineCareôs visioning activities arrived at a vision, goal and 

activities:  

 

Vision  

Recognizing the benefits of improved health outcomes and program cost 

efficiencies that a multi-dimensional approach to HIT may afford, MaineCare 

will realize increased efficiencies related to business processes and systems 

integrations that allow access to patients, caregivers, and clinical care 

coordinators and monitoring of patient care, through the coordination of Federal, 

State and DHHS-specific HIT initiatives and reporting mechanisms as defined 

by the MITA 3.0 Framework. 

Goal  

By 2019, all Federal, State and DHHS-specific HIT initiatives will be 

intrinsically linked through alignment and coordination of plans and clinical 

quality measures used to improve health outcomes for MaineCare beneficiaries, 

using data and technology standards as defined under the MITA 3.0 Framework 

to enable MaineCare to fully inform and provide the essential data needed to 

meet Triple Aim goals. 

Activities to Accomplish Goal 

¶ Use the inventory of initiatives that was gathered for the SMHP planning 

activities to ensure the MaineCare HIT Program vision and goals to align 

with the other HIT initiatives and vice versa and ensure that these visions 

fall in line with the CMS MITA Framework.  

¶ Work to identify and remove barriers for provider adoption and health 
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information exchange.  

¶ Participate in planning and implementation efforts of the other initiatives, 

including communications, sharing and exchanging data and information, 

long-range goals, and governance structure and vice versa.    

¶ Hold regularly scheduled meetings with the other HIT initiative  groups 

with standing agenda items such as avoiding duplication of efforts, 

improving efficiencies, upcoming communications and education 

forums, sharing information, and systems updates that may provide 

common efficiencies and opportunities for other initiatives to participate 

in and benefit from.  

¶ Through coordination with the HIT initiatives and stakeholders, plan and 

conduct State-wide HIT summits that bring together stakeholders, 

including providers and Members, to provide education on implementing 

and deriving benefits from HIT and electronic health records.     

¶ Similar to the process to develop this SMHP, include other HIT 

initiatives and stakeholders in the annual (or as needed) SMHP and IAPD 

updates.   

¶ Fully integrate, share, and analyze the quality measures from all HIT 

initiatives and use the results to further improve program delivery and 

health outcomes. 

¶ Conduct joint surveys and use other methods to gather provider, 

Member, public and decision-maker opinions and input to measure the 

success of coordination and integration of the HIT initiatives.    

¶ Leverage the CMS and ONC support that is available for states to plan 

and implement successful HIT programs.    

 

 

B2e. Infrastructure and Systems 

 

The technical infrastructure and systems must support the implementation of the EHR Incentive 

Program and advance the long-term HIT vision.  Maine has an OIT (Office of Information 

Technology) vision for all DHHS applications that has been reviewed and recognized by DHHS 

executive management as setting standards for OIT work.  The 2014 OIT vision is people, 

process, and technology. OIT will continue to evolve as an organization using these three pillars 

to work with agency partners, and outside partners and government organizations, to minimize risk 

(cyber security, disaster recovery), to ensure stable, cost-effective platforms, and provide technical 

solutions through project management best practices. The OIT technical requirements and system 

design to support the MaineCareôs EHR Incentive Program and advance the long-term HIT 

vision provide the basis for Maineôs HIT vision, goal and activities for interoperability:  

 

 

 

Vision  

The MaineCare MU program will advance the provision of services that are 

client-centered to improve health outcomes, quality, patient safety, 

engagement, care coordination, and efficiency of the health care system and 
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reduce operating costs by eliminating duplication of data costs through 

promoting adoption and Meaningful Use of health information technology, and 

adherence to the CMS MITA Framework.  

 

Goal  

By 2019, all MaineCare Members will be managed by DHHS and providers 

who have secure access to health related information within a connected health 

care system using data and technology standards that enable movement of 

electronic health information to support patient and population-oriented health 

care needs and which meet Meaningful Use requirements. 

 

Activities to Accomplish Goal 

Create a single point of entry for providers and a common identifier to the 

Stateôs systems for quality, cost efficiency, analysis and research purposes and 

ultimately connect to the Health Information Exchange by creating a two-way 

data flow to and from State systems such as:   

¶ MIHMS- Claims Database 

¶ IMMPACT 2- Web- based Immunization Information System 

¶ HealthInfoNet ï Maineôs Health Information Exchange 

¶ Create a simple, streamlined and automated process for Providers to 

report Meaningful Use criteria, quality measures and obtain EHR 

incentive payments;  

¶ Make available all health information (including mental health, 

substance abuse, HIV and other protected health information, 

medications and diagnoses) to all MaineCare Members in an easy to 

understand format;  

¶ Use a common individual identifier (e.g., Master Client Index) 

technology for continuity of care for individual MaineCare Members 

and for linking Member information with other Maine Departments 

such as Corrections and Education; 

¶ Remove data silos from State systems to provide access to the data that 

is collected and managed commonly across DHHS; 

¶ Coordinate the clinical quality measures gathered by DHHS to ensure 

CHIPRA, Meaningful Use, and all other clinical quality measures are 

coordinated especially for  populations with unique needs, such as 

children; 

¶ Provide patients and families access to their health care data through a 

Member portal;  

¶ Collect and disburse data in a secure standardized manner to promote 

evidence-based protocols for clinical decisions. 
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SECTION C. ACTIVITIES TO ADMINISTER THE EHR INCENTIVES PROGRAM  

 

MaineCare spent a great deal of time defining the processes and activities necessary to 

administer the Medicaid HIT Program and used the framework that CMS provided for states to 

develop its ñnecessary activitiesò section of the SMHP: 1) Program Registration and Eligibility; 

2) Payment; 3) Appeals; 4) Reporting;5) Communication, Education and Outreach; and  6) State 

Oversight.  MaineCare developed a step-by-step process flow to identify each activity needed to 

meet EHR program technology and operations requirements and then for each activity, identified 

specific tasks and technologies to accomplish the activity.  

 

 
Figure 14 - SMHP "Necessary Activities" Framework 

 

Please see the embedded document below containing the high level process flow for the 

Activities necessary to administer the Medicaid EHR Incentive Payment Program.
34

 

Maine EHRIP High 

Level Process Flow v.1 (2).pdf
 

Section C. Part 1. Program Registration  

 

C1a. Registration at the National Level Registry (NLR)  

 

¶ EP/EH initiates registration at the NLR for first time program participation 

¶ EP/EH completes all updates necessary in the NLR ï change of State, change of payee 

information, CEHRT information and email contact.  

¶ The NLR will complete an initial check of the EP/EH Medicare /Medicaid enrollment 

status and a check for exclusions. 

                                                 
34
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¶ The NLR will complete an initial check of the EP/EH Medicare/Medicaid enrollment 

status and a check for exclusions. 

¶ The NLR will electronically notify the Maine HIT program of registrations EP/EH that 

choose Maine as the state they wish to continue the application process with by sending 

the state a B6 file. The B6 file includes the following:  

o Action of B6 ïregistration added, updated, inactivated, in progress 

o EP/EH  registration number 

o EP/EH name and State 

 

 

 

 
Figure 15 - B6 Notice from NLR to Maine HIT Program 

 

C1b. NLR to SLR Data Feed 

 

The Maine HIT program receives the EP's or EH's registration information from the NLR into 

the State Level Repository (SLR) via a B6 transaction from the NLR 

The following information is included in the B6 notification: 

1. Action of B6 ïregistration added, updated, inactivated, in progress 

2. EP/EH registration number 

3. EP/EH name and State 

 

The SLR is populated with information from the NLR via the B6. This information is hard coded 

and cannot be changed by the HIT specialist. 

Included data: 

1. Registration number 




































































































































































































































































































































































































































































